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THE PALLIATIVE AND OPERATIVE TREATMENT OF PRO- 
LAPSE OF THE UTERUS 


By JouN Cooke Hirst, M.D., 
Gynecologist to Mount Sinai Hospital 


AND CHARLES Mazer, M.D., 
Assistant Gynecologist, Mt. Sinai Hospital, Philadelphia, Pa. 


(From the Gynecological Service, II, Mount Sinai Hospital.) 


HE uniformly successful operation for the cure of prolapse of the 

uterus is still one of the unsolved problems of gynecology. So 
many factors enter into the problem, that as yet no completely suc- 
cessful, uniform technic has been developed. The various types of 
prolapse to be considered are: 1. Prolapse in young girls. 2. Pro- 
lapse in the adult due to severe and constant muscular effort. 3. Pro- 
lapse in the elderly woman, due to general debility. 4. Prolapse due 
to mechanical pressure. 5. Prolapse due to the uncorrected consequences 
of childbirth. 


Prolapse in young girls is really not prolapse at all. The cervix 
does protrude from the vulva, but the uterine body is not at a low 
level. The condition is simply one of supravaginal and infravaginal 
hypertrophy and elongation of the cervix, and simple high amputa- 
tion of the cervix is all that is needed for a permanent cure. 


Prolapse in the adult, due to constant muscular effort, is rather 
rare. It is due to either severe muscular strain or constant and long 
continued effort, as in a chronic asthmatic cough. Prolapse in the elderly 
woman, due to general debility and relaxation of all the pelvic sup- 


Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘ Original Communications. ’’ 
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ports is not at all uncommon. It rarely develops before fifty years 
of age, but is quite common after that age. 

Prolapse due to mechanical pressure is due to some intraabdominal 
weight, such as the pseudomucin contents of a ruptured ovarian cyst. 
These collect in the lower abdomen and by the mere weight cause a 
eomplete prolapse and inversion of the vagina, as we have seen occur. 

Prolapse due to the uncorrected consequences of childbirth form 
by far the largest class. Unrepaired injuries; injudicious use of 
forceps, especially the axistraction forceps; improper direction of 
pull on forceps; application of the instrument before complete dila- 
tation of the cervix; too early resumption of the patient’s household 
duties, especially if these include physical labor, are the chief condi- 
tions that predispose to prolapse. It will occasionally develop, how- 
ever, when apparently all precautions have been taken, and no item 
of the patient’s care has been neglected. Every physician has had 
such an experience sooner or later in his practice. We mention this 
to emphasize the fact that prolapse is not necessarily a consequence 
of neglect in the patient’s care. 

As the treatment of the last four varieties mentioned is the same, 
they can be considered together. 


Symptoms.—These are too plain to require detailed comment. The 
patient’s subjective complaint is that ‘‘the womb is falling down.’’ 
This description she applies to all conditions causing a protrusion be- 
tween the labia, whether rectocele, cystocele or actual prolapse. She 
knows that something is protruding; she knows of nothing that can 
protrude except the uterus and hence her description. As the bulk 
of the protruding mass is eystocele, bladder svmptoms such as fre- 
queney, urgeney, cloudy urine are her next complaint. There is no 
possibility of mistake in diagnosis. The protrusion ean plainly be 
seen, and there is nothing it can be mistaken for. The degree of 
prolapse can better be estimated in the erect than in the recumbent 
position, though this method of testing the degree should rarely be 
necessary. It must be remembered, however, that rest in bed a few 
days will often cause the retraction into the vagina of a very exten- 
sive prolapse, and leave surprisingly little trace behind. It promptly 
recurs, however, as soon as the patient stands erect, and can be made 
to protrude by simply having her strain and bear down. 

In eases of long standing, the vaginal mucosa and cervix are often 
badly uleerated, from constant friction of the patient’s thighs and 
clothing, and chemical irritation of the ammoniacal urine which fre- 
quently flows over the parts. 

Degrees of prolapse are named from the position occupied by the 
cervix, when the patient stands erect. These degrees vary from pres- 
sure of the cervix on the perineal floor, presentation at the vulvar 
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orifice to the complete prolapse where the vagina is completely in- 
verted and the whole uterine body is outside the vulvar orifice—the 
so-called procidentia uteri. 

Palliative Treatment.—This is never curative. It is simply a crutch 
to be used when the patient is unable to be operated upon, because 
of some physical condition, which renders operative interference un- 
safe, or when the patient refuses operation. 

For several years past, we have not considered diabetes a contra- 
indication to operation. In any ease of prolapse, the bulk of the 
discomfort is due to two factors, the protrusion of the cystocele 
and the accompanying backward displacement of the uterus. If these 
ean be corrected, the patient will be surprisingly comfortable. In 
any case, therefore, where the cervix is not too badly diseased, in 
whom operation of any prolonged nature is inadvisable, we have 
done an interposition operation under local anesthesia. This can be 
done quickly, painlessly, and at one stroke corrects the cystocele and 
the retroversion. Nothing is done to the cervix or perineum. This 
is on the principle that half a loaf is better than no bread, and is 
vastly better than any form of pessary. We restrict this to patients 
in whom ordinarily operation would be refused, and the results have 
been very satisfactory. The only pain is when the uterus is pulled 
down to place the sutures, and is negligible. The anesthetic used 
is % of 1 per cent novoeain solution, with 10 drops of Yooo9 adrenalin 
to each ounce. It is used freely so as to infiltrate thoroughly all the 
space between the bladder and the uterus, and the peritoneum, when 
exposed, is infiltrated separately. The operation is then done by the 
technic described below. 

Thus the palliative treatment is restricted to those patients who re- 
fuse to consider any form of operation, and yet demand some relief 
from their constant discomfort; or to those whose age precludes the 
possibility of operation. Before any form of pessary can be used, any 
uleerated area must be healed. This is quite a lengthy process, con- 
suming from two to four weeks, but is absolutely necessary as a pre- 
liminary step. Rest in bed, cooperation of the patient, normal salt 
solution douches twice daily and painting the ulcerated surface with 
30 grains to the ounce nitrate of silver solution every forty-eight hours 
are all that is necessary. The nature of her condition should be fully 
explained to the patient, so that she will have patience for the time 
required for her relief. 

At times the prolapsed mass is so large and edematous that it cannot 
easily be replaced in the vagina—the so-called irreducible prolapse. 
The patient is placed in the knee-chest posture, the mass surrounded 
by hot towels, changed frequently over a period of ten to fifteen min- 
utes. Then by a process of taxis, like the reduction of a hernia, still 
in the knee-chest posture, the uterus is rather easily replaced. 
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Of the many varieties of pessary, only two are in any way satis- 
factory. These are not always dependable, and there will remain a 
certain number of cases, whose prolapse can be retained only by the 
very objectionable ball and stem, held in place by a complicated 
harness of abdominal belt and perineal straps. This apparatus is 
so cumbersome, and so unpleasant for the patient to adjust and wear, 
that it should be avoided whenever possible. 


The majority of patients can be kept comfortable by either the 
Schatz or Menge pessary. Personally we prefer the Menge, as we 
have found it the more reliable. They are inserted and cared for in 
the same way, hence one description will suffice for both. After all 
ulcerated areas have healed, the patient is placed in the dorsal posi- 
tion, and the uterus replaced well in the vagina. The pessary is 
well lubricated and held in the right hand, by the shank. The pa- 
tient’s right perineal suleus is pulled down with the forefinger of 
the physician’s left hand. The pessary is inserted obliquely through 
the vulvar ring and then turned transversely across the vagina and 
pushed well up. The patient should walk around the office for a few 
minutes before leaving, as it is difficult to choose the proper size at 
one trial, and the pessary, unless of the proper size, has a disconcert- 
ing habit of suddenly dropping out. 


After-care.—The patient is told to report in two weeks, unless dis- 
comfort brings her sooner. She takes a daily douche of sterile water. 
Antiseptic douches, especially bichloride of mereury, roughen the 
pessary, and saline solutions inecrust it with salt. Sterile water is all 
that is necessary. She is warned as to the necessity of reporting 
every four to six weeks so that the pessary can be removed, cleaned 
and reinserted. The Schatz pessary is removed as one piece. The 
Menge is removed in two pieces, first detaching the dependent half. 
After cleaning, it is reassembled and inserted as one piece. The 
vaginal vault, vaginal walls and cervix are inspected, to detect erosion. 
If any appears, or if the patient develops an unpleasant discharge, 
the pessary must be left out for two weeks, and vaginal douches taken 
twice daily. This will be found necessary in the average case about 
every six months. The pessary is quite bulky, and acts of course as 
an irritating foreign body. With proper care, however, it can be 
worn for many years. It is never wise to use any kind of a pessary 
in a patient such as the average seen in hospital dispensary practice. 
These patients cannot or will not understand the need for routine 
visits for their after-care, and as long as they are comfortable, will 
never return for observation. Finally they report, often after years 
of neglect, and in a most deplorable state. We have more than once 
removed a salt-incrusted pessary from its ulcerated bed, in the only 
way possible; breaking it up with bone-cutting forceps. 
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Often patients will insist on the pessary being removed, to see if 
they cannot do without it. Of course no eure is obtained; without 
support the prolapse is as bad as ever, though in many cases the 
vulvar ring contracts so that a smaller size than the first must in time 
be used. It is not wise to allow the patient to go without the pessary; 
if she insists that she can, a short trial will convinee even the most 
positive. 

Operative Treatment.—This should always be recommended, unless 
edntraindicated by age, disease, or the patient refuses consent. 

The preparatory treatment, when necessary, is carried out exactly 
as in the palliative treatment. To operate upon a badly ulcerated 
vagina, with profuse discharge is simply to court failure. 

The number of operations devised is ample proof that there is no 
unanimity of opinion as to any standardized technie. Any prolonged 
discussion of the methods devised is impossible, but one point only we 
wish to emphasize. It is a grave mistake to perform either abdominal 
or vaginal hysterectomy as a cure for prolapse, unless the uterus is 
so diseased as to make its removal imperative for that reason. 
Under those circumstances the removal is followed by as eare- 
ful and extensive plastie work on the anterior and posterior vaginal 
walls, as if the uterus still remained. The uterus is the best possible 
support to retain the protruding cystocele, and no other structure, 
whether broad ligaments or vaginal fascia, will satisfactorily take 
its place. Again, a properly performed plastic operation in no way 
militates against subsequent childbirth, and to remove the uterus in 
a patient who may. bear other children is not a justifiable procedure, 
unless it is hopelessly diseased. Recurrence need not be feared, if 
the patient is given proper care in her confinement. We cannot too 
strongly insist that no abdominal work is necessary for the care of 
prolapse of the uterus; hysterectomy is unnecessary and a grave 
mistake in judgment; no operative interference other than properly 
performed, extensive vaginal work is needed. Even when the patient 
is past the menopause, the uterus is not a useless organ and therefore 
to be saerificed with impunity. It is the best possible support for 
the bladder, when properly utilized. 

The operative technic as described below has given us very satis- 
factory, uniform results, over a number of years; we employ it 
routinely and have every reason to be satisfied with the results at- 
tained. 

The steps of the operative procedure are as follows: 


1. The patient is prepared as for a plastic operation, and arranged 
in the dorsal position. We routinely give them, one hour before 
operation, in addition to the usual dose of % grain of morphin and 
1459 grain of atropine, 2 drams of paregoric by mouth. This is to 
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quiet peristalsis, and prevent the bowels from moving on the table. 
It was suggested by Dr. L. F. Luburg, of Philadelphia, and has en- 
tirely eliminated this very disagreeable incident of plastic operations. 


2. The vagina is thoroughly cleansed with cotton, tincture of green 
soap and sterile water, followed by 1 per cent lysol solution and 
finally 95 per cent alcohol. 


3. The cervix is pulled strongly downward, by a double tenaculum. 


4. By a ecireular amputation, the cervix is removed up to nearly 
the level of the internal os. 


5. A dilatation of the cervical canal is done. No curettage is 
necessary. The dilatation is postponed until after the cervix is re- 
moved, because the cervix is so long that the blades of the dilator 
will not reach through the internal os. Unless the cervieal canal is 
properly dilated, a secondary stenosis is very likely to oceur. In the 
child bearing age, this will cause dysmenorrhea; in patients past the 
menopause, we have seen pyometra result. 

6. The cervix is sutured like the ordinary Hegar amputation. 

7. From this point, the four stitches remaking the external os are 
left long, and used as tenacula. They are much more convenient. 

8. The first incision begins on the anterior vaginal wall just below 
the urethra and extends to the vaginal attachment of the cervix. A 
cross incision at right angles to this, at the vaginal attachment makes 
a figure like L.- 

9. The edges of this incision are caught by four toothed Allis for- 
ceps and by traction made more prominent. 

10. The vaginal wall is dissected loose from the bladder, taking 
eare to include in the flap the layers of the vaginal fascia. 

11. This dissection is carried far back into each anterior sulcus, 
so that the bladder is thoroughly freed laterally. 

12. Now the fascia is split from the anterior vaginal wall, so that 
each flap consists of two layers; the inner fascia, the outer vaginal 
mucosa. 

13. The uterovesical ligament is eut, thus completely freeing the 
bladder from its uterine attachment. 

14. A flat bladder retractor is put under the bladder and pulled 
upward. This exposes the peritoneum. 

15. The peritoneum is caught by forceps and incised. 


16. The retractor is passed under the peritoneal flap. The anterior 
face of the uterus is caught with tenacula and the uterine body pulled 
out through the peritoneal opening. This is for the ordinary inter- 
position operation, and for women past the child-bearing age only. 
If the patient is of the child-bearing age, and future children are 
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likely or desired, the uterus is simply held against the peritoneal 
opening and not pulled through it, and is left as an intraperitoneal 
organ. 

17. The split fascia is caught far back, with a needle armed with 
No. 3 chromie catgut, and near the urethra; the needle is passed through 
the anterior wall of the uterus about one-half inch below the tubal 
insertions, and then through the fascia on the opposite side. This 
does away with the extreme anteversion of the uterus seen in the 
typical Watkins operation. When the stitches are tied the uterus 
is lifted high up behind the symphysis. By this, the bulging forward 
of the whole uterus and anterior wall, a not uncommon cause of fail- 
ure of the Watkins operation, is entirely eliminated. 


18. Three or four similar stitches are taken each a little lower than 
the preceding. None are tied as yet. 


19. If the patient is of child-bearing age, the fascia is caught about 
one-third of the distance from the urethra to the cervix; the needle 
is then passed through the anterior wall at the point where the peri- 
toneum is eut and then through the fascia of the opposite side. A 
second stitch is placed below the first. The uterus is then left as 
an intraperitoneal organ, the canal through which the bladder pro- 
lapsed is closed and future child-bearing is not interfered with. 

20. All the stitches are then tied. Using the fascia alone permits 
a much better approximation, than when the entire vaginal wall is 
included, and is just as secure. 


21. The excess of vaginal mucosa is then cut away and the edges 
neatly approximated with interrupted sutures of No. 3 chromic eat- 
gut. A continuous stitch is quicker, neater, but by too tight closure 
prevents drainage and a hematoma is practically sure to develop. 

22. An extensive Hegar operation is done upon the posterior wall 
similar to the typical Hegar operation except that the tip of the 
rectocele is obliterated; the obliterated tip is anchored high up to 
the lateral fascia; the levator ani muscles are approximated by buried 
stitches of No. 3 chromie catgut and superficial ones of silkwormgut, 
the latter secured by perforated shot, to make their removal easier. 
The outside perineal sutures are also silkwormgut, as catgut has a 
bad habit of premature absorption, when under strain. 

23. The vagina is douched with sterile water and packed with 
sterile gauze. The packing is removed in twenty-four hours. 

Suture Material—All catgut used is No. 3 chromic, durability forty 
days in fascia. No finer gut should be used. Silkwormgut is used to 
splint the catgut in the perineal repair. Experience has taught us 
this is necessary. Without it, premature absorption of catgut is all 
too common, and the advantage that catgut stitches do not have to 
be removed is more than offset by the greater risk of failure. 
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After-care is that of the usual plastic. All interposition operations 
require catheterization for some days. Great care to prevent cystitis 
is necessary. This distressing complication is made less likely if 
urotropin (gr. 744) four times a day is given for the first week 
and one-half ounce of a 10 per cent solution of silvol is in- 
jected into the bladder after each catheterization. Merely be- 
cause the patient has voided does not mean that the bladder is 
empty. <A routine duty of every visit should be palpation of the 
abdomen to detect the fundus of the bladder, should it be distended. 
Very commonly this will be found. A daily vaginal douche of sterile 
water is advisable. The proper care of the perineal sutures is essen- 
tial. They should be irrigated four times a day with sterile water; 
any discharge around the knots is cleaned away with cotton pledgets 
on an applicator, using peroxide of hydrogen. Unremitting care is 
required, and this part of the routine will list the capabilities of the 
nurse. Poor nursing will ruin any operation. The care of the peri- 
neal external stitches is made easier if all the ends are confined in 
a single shot, and eut off smooth against the shot. 

The silkwormgut stitches are removed about the eighteenth day. 
The patient gets out of bed on the fourteenth day. If we suspect 
unusual tension, we often let her go home with the internal stitches 
in place, having her come to the office four weeks after the operation 
to have them removed. On account of the difficulty of care, the ex- 
ternal perineal stitches are always removed before she leaves the 
hospital. | 

Results—In many hundred operations, done in the past twenty years, 
we know of only six failures. These were chiefly perineal failures. 
In one case only the cystocele recurred by the whole uterus and 
vaginal wall protruding from the vulva. Many of the patients were 
operated upon as a sequel to a previous unsuccessful operation. The 
most difficult of all to cure are the reeurrences after ill-advised hys- 
terectomy. 

This technic in its present form is giving us satisfactory results. 
Failures are, of course, not impossible, but we know of no change at 
present by which the results secured could be improved. We are 
not wedded to any particular method, however, and should not hesi- 
tate to adopt any change capable of demonstration of superiority. 
As stated, we do not feel that the problem of the cure of prolapse is 
permanently solved, particularly as regards the cystocele. 

1823 PINE STREET, 

2238 So. BroaD STREET. 
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CLINICAL ASPECTS OF BLOOD LOSS IN LABOR* 
By T. Harper, M.D., AuBany, N. Y. 


ENSTRUATION and parturition are the only physiologic func- 

tions attended by blood loss. That occasioned by the former, 
which is small in amount, serves a definite purpose, and is rarely 
pathologie; while blood loss met in labor is more abundant, far from 
purposeful, and, for the latter reason, is often pathologic. In the 
latter instance bleeding is the inevitable consequence of placental 
separation, and its pathologie aspects are illustrated by the dangers 
of intrauterine asphyxia of the child when separation takes place pre- 
maturely and, particularly, by the maternal mortality and morbidity 
attendant upon its occurrence immediately following delivery. 

Continuity of the uterine and placental circulations persists until 
forces active during the third stage of labor separate the placenta and 
expel it. With separation, patent sinuses distended with blood from 
innumerable vessels present, and hemorrhage is inevitable unless 
means are available to prevent it. The latter are at hand, and post- 
partum hemostasis is as much a part of the work of the puerperal 
uterus as is dilatation of the cervix or delivery of the child and, with 
limitations offered by a fairly extensive bleeding area, it is reasonable 
to presume that the work will be done no less perfectly. 

Therefore undesirable blood loss attendant upon labor may be con- 
sidered as a manifestation of abnormalities in or perversions of physio- 
logic forces that check postpartum hemorrhage and keep it checked. 
Not only to present it in such a light but also to make it possible to 
minimize loss in every case and to cure it in others because manage- 
ment is based upon knowledge of why the particular patient bleeds, 
the following paragraphs are written. 

The factors that bring about physiologic hemostasis immediately 
following termination of the third stage are multiple ligation of the 
smaller uterine vessels, heightened coagulability of the blood, and 
slowing of the blood stream. 

The inherent property of uterine muscle to contract firmly makes 
it possible for the principle of compression to be applied to postpartum 
control of bleeding; and the condition of the uterus immediately after 
labor makes such compression highly efficient. When the uterus re- 
tracts, thickness of its walls increases to the same extent that size 
of its cavity diminishes; and, although the latter is important in that 
the interior of the uterus presents less surface from which it can 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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bleed, it is the thickness of the uterine walls that makes it possible 
for bleeding to be checked. Hemostasis results not only because the 
innumerable uterine vessels are bent and twisted as they lie among 
the tightly packed muscle fibres of the retracted uterus but also 
because each vessel is ‘‘ligated’’ at several points along its course by 
the muscle fibres in relation with it. Further, compression is avail- 
able at once; for the uterus may be expected to maintain the activity 
that has characterized it since labor began. 


In the constricted vessels and particularly in the uterine sinuses, 
the blood undergoes rapid coagulation, made possible by its increased 
fibrin ferment content and the formation of multiple thrombi begins. 
Lowering of blood pressure that follows delivery still further facil- 
itates hemostasis by increasing the tendency of the newly formed 
thrombi to remain in their places. 


How much time is required to establish complete physiologic con- 
trol of bleeding cannot be stated arbitrarily. Just as certain factors 
expedite and others retard progress in the second stage, so inherently 
weak or temporarily exhausted uterine muscle, or impaired coagula- 
bility, or even hypertension may interfere with the relatively early 
establishment of the state wherein further bleeding is not to be ex- 
pected. However, experience leads to the conviction that at the end 
of eighteen hours chances of new blood loss are remote. This view 
is based upon observations that the fundus remains firm, the lochia 
that follow are less than normally abundant, and involution proceeds 
rapidly when an intrauterine tampon is removed eighteen hours after 
its introduction, immediately postpartum, for the control of bleeding 
due to atony of the uterus. 


The foregoing paragraphs are descriptive of what may be termed 
the physiology of postpartum control of bleeding; and it is as per- 
fect a ‘‘mechanism’’ as is that of any one of the conventional stages 
of labor. Further, careful analysis of cases almost invariably reveals 
adequate explanation not only of the bleeding itself but also of the 
eause. Finally, with causes understood, the mechanism can be kept 
normal or its untoward manifestations treated efficiently. More to 
emphasize its clinical importance than merely to add to the already 
extensive obstetric nomenclature, it is urged that the period begin- 
ning with termination of the third stage and ending twelve or eighteen 
hours later, with more or less complete hemostasis established, be con- 
sidered labor’s ‘‘Fourth Stage.’’ 


Because it is much more important that the latter have a place in 
the physician’s mind than in the literature, it is urged as a concept 
rather than as a mere designation. With his interest in the clinical 
aspects of this important period increased, the physician’s conduct of 
it ean be counted upon to be so satisfactory that even physiologic 
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blood loss will be minimized, while serious hemorrhage after delivery 
will become one of the rarest of obstetric accidents. 


Although ‘‘postpartum’’ indicates that the bleeding it qualifies comes 
on after delivery and for this reason might be applied to its occur- 
rence at any time after termination of the third stage and before 
involution is complete, it is undue blood loss coming on during the 
third stage when the placenta is actually retained (that is, separated 
but not delivered), or after delivery of the placenta and within the 
first twenty-four hours following delivery, to which your attention 
is directed. | 


The condition is known as postpartum hemorrhage and the desig- 
nation is satisfactory only as ‘‘hemorrhage’’ is defined. Although 
the latter is said to obtain when ‘‘physiologie blood loss is exceeded,’’ 
there must be some standard by which ‘‘physiologic’’ loss is meas- 
ured if a moderately profuse natural loss is to be differentiated from 
a hemorrhage of mild degree. 


The practice of measuring physiologic loss in ounces has little to 
commend it. If the limit is low, for instance from four to six ounces, 
every large woman delivered of a nine or ten pound child and losing 
from eight to ten ounces of blood within a few minutes would suffer 
from ‘‘postpartum hemorrhage’’ when, as a matter of fact, the blood 
lost represents efficiency on the part of the uterus in establishing © 
hemostasis at a large placental site; while, if it were placed a few 
ounees higher, a slender, undernourished and anemic patient losing 
six or eight ounces might be considered as having had no more than 
a ‘‘physiologic’’ loss when, in terms of her ability to stand it, she 
has had a ‘‘hemorrhage’’ of mild degree. 

It is apparent that the amount of physiologic loss is measured not 
arbitrarily in ounces but in terms of size of the patient and, especially, 
in terms of her ability to suffer it. There are further standards to 
which ‘‘natural’’ loss conforms: it should never be abundant in that 
it flows even slowly from the vagina, nor should it appear in clots. 

Reasons why blood does not flow from the physiologic uterus are 
apparent when experiences with the control of active bleeding from 
fairly extensive, lacerated wounds in highly vascular tissue are con- 
sidered. In that the sinuses have been opened up and the placental 
site is fairly extensive, the interior of the postpartum uterus presents 
such an appearance. In the former instance, hemostasis that allows 
blood to flow after compression by appropriate dressing has been 
applied, may be considered inadequate. On the other hand, such a 
wound would be expected to ooze. In the latter instance, it is force 
of the contracting and retracting uterus that applies compression, 
and the physiologic hemostasis that results permits of oozing; when 
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blood flows, compression is not perfect and the loss occasioned may 
be said to be ‘‘unphysiologie.’’ 

Though coagulation takes place quickly, blood in motion does not 
coagulate. However, when the flow is retarded, the clotting process 
goes on rapidly, and the discharge of clots from the uterus is proof 
of earlier retention of blood therein—in other words, that the uterus 
has ballooned-up and the clots are its result. Ballooning-up is not 
characteristic of a physiologic uterus. Therefore, expulsion of clots 
may be said to be evidence of ‘‘unphysiologic’’ bleeding. 

If minor perineal injuries are excepted, postpartum hemorrhage is 
the most frequent complication of parturition. Readiness with which 
this view will be accepted depends altogether upon the individual’s 
reaction to what is known as physiologic blood loss. Here the latter 
is considered to have been exceeded and hemorrhage to obtain, when 
any unnecessary loss, regardless of amount is sustained. 


Causes of postpartum hemorrhage are found in conditions that 
interfere with or make impossible firm contraction of the placental 
site. Although deficiencies in the fibrin ferment content of the mater- 
nal blood could delay the formation of thrombi and although it is 
conceivable that increased tension could even dislodge those already 
formed, and either or both occasion undue blood loss, it is probable that 
they are no more than predisposing causes and that their influence 
would be quite completely counteracted by efficiency in contraction 
and retraction of the uterine muscle. At least it is reasonable to 
presume they are unimportant factors; because, in the first place, 
blood lost in postpartum hemorrhage almost invariably clots soon 
after it is exposed to the air, giving evidence of satisfactory fibrin- 
ferment activity therein, and, in the second, hemorrhage is no more 
characteristic of the hypertension of toxemia than it is of labor where 
pressure is normal. Adequate explanation of postpartum bleeding 
must be sought elsewhere, and clinical experience bears out the con- 
tention that it is found in failure of forces that produce compression 
at the vascular placental site. 

Of the types of hemorrhage that are met in ‘‘hourglass’’ uterus 
where the separated placenta is incarcerated in the upper segment 
by tonic contraction ring, that following separation of a placenta 
located toward or in the lower segment, and that due to muscular 
insufficiency of the upper uterus, the last alone will be considered. 
This because it is the type most frequently met, because its clinical 
picture is thought to be characteristic even though possible of mis- 
interpretation, and, finally, because it is highly preventable as well 
as amenable to speedy cure. 


In the conventional postpartum hemorrhage bleeding is external, or 
open; it is more or less continuous; and it comes from the upper uterus 
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that is felt to be soft and feebly contracting. More often, however, 
it is thought to be concealed. 


Bearing in mind the tendency of free blood to coagulate, the presence 
postpartum of the physiologic retraction ring that makes exit from 
the upper segment relatively small, and that soon after delivery 
ample compresses are placed over the vulva and the patient’s thighs 
are approximated, it will be apparent that several factors help to keep 
uterine bleeding concealed. Blood flowing freely from the poorly con- 
tracting placental site is held within the uterus by the coagulum at 
the lower segment and may remain concealed for a considerable time. 
Sooner or later, either because increasing distention stimulates the 
upper uterus to pronounced contractile efforts or because muscular 
insufficiency that occasioned bleeding in the first place is recovered 
from, a contraction of sufficient strength appears and both fluid and 
clotted blood is expelled in a single gush. These are the cases of 
hemorrhage that ‘‘come on’’ a few hours after delivery when little or 
no external bleeding has been apparent earlier, and that are 
claimed to be occasioned by ‘‘retained blood clots.’’ That clots are 
expelled is proof that bleeding has been going on for some time. 
Further, in physiologic labor there are no blood clots to be ‘‘re- 
tained.’’ They are produced by gradual accumulation of blood that, 
for reasons given above, remains concealed until, with a supreme 
contractile effort, the uterus expels it. In all of these cases it may be 
presumed that bleeding occurs because the placental site is as soft 
and poorly contracted as is the uterus about it. 


Until blood lost amounts to enough to influence pulse and respira- 
tory rates, there are few if any subjective complaints. However, 
objective signs are characteristic and are two in number. They are, 
first, external bleeding as hemorrhage is ‘‘open’’ and, second, increase 
in size of the uterus as it is ‘‘eoncealed.’’ These rather than the 
‘soft, boggy uterus’’ are to be looked for. A uterus presents the 
latter signs only when in a state of profound inertia and when bleed- 
ing is profuse. 

That the attendant practice ‘‘persistent, gentle massage of the 
fundus’’ for the first hour postpartum is far less important than that 
she measure height of the empty uterus and watch closely for evi- 
dence of its ballooning. As a matter of fact, the latter is thought to 
be her chief concern. When several ounces of clotted blood are ex- 
pressed from such a uterus at the end of the hour, the material is not 
‘‘retained’’ blood clot but unphysiologie blood loss that has remained 
concealed (all the time giving due notice of its presence) until it is 
expelled by the force expended in artificial compression of the fundus. 
By the same token, the escape of a mass of fluid and clotted blood 
from a uterus a few hours after delivery does not necessarily mean a 
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suddenly developing hemorrhage. The latter has been going on since 
delivery and the material expelled is the result of gradual accumula- 
tion within the uterine cavity; while the patient is about as good a 
risk at the time as she was an hour or two earlier, for little more has 
happened than conversion of a concealed into an open postpartum 
hemorrhage. 

External hemorrhage results when blood flows from the uterus or 
leaves it in clots; while hemorrhage is concealed when progressive 
increase in size of the postpartum uterus is met. The one indicates 
an unphysiologie blood loss as definitely as does the other. 

Because so many eases of hemorrhage are accounted for on the 
basis of muscular insufficiency and because the latter condition is so 
highly preventable, the prophylactic treatment outweighs the active 
in clinical importance. It should be more satisfactory to the physi- 
cian and it is far more beneficial to the patient to have prevented a 
moderately severe postpartum hemorrhage than to have treated it 
even with most pronounced success. 

Prophylaxis means such perfect conservation of uterine muscle en- 
ergy throughout labor that the postpartum period will be entered 
upon with the uterus in possession of enough contractile power to 
accomplish physiologic hemostasis. Prevention therefore begins hours 
before possible blood loss occurs ; and as essentials of it there may be men- 
tioned the following: saving the patient’s general strength by keep- 
ing her in bed while active labor is in progress and especially by not 
permitting premature and ineffectual efforts at ‘‘bearing down,’’ arti- 
ficial rupture of membranes when dilatation is quite complete and 


9? 


advance is impossible because the bag of waters does not rupture 
spontaneously, placing a limit wpon the time that frequent, propulsive, 
second stage contractions are allowed to continue with little or no 
promise of eventual spontaneous delivery and terminating labor at a 
time when efficient contractions can be supplemented by traction from 
below, and, finally, removal of the contents of distended bladder or 
rectum that of themselves may reflexly inhibit satisfactory uterine 
action at the time it is needed. The foregoing are urged in order 
that termination of the third stage will be reached and the uterus 
found active rather than completely or even partially exhausted. 

In this connection it is urged that labor is not necessarily normal 
because it terminates spontaneously. For instance: when a primip- 
ara delivers herself spontaneously of a large child after an active 
second stage of possibly 4 or 5 hours, the postpartum period is usu- 
ally entered upon with her store of uterine muscle energy depleted, 
and undue bleeding is to be expected. Here labor, although it ter- 
minated ‘‘naturally,’’ was abnormal in that physiologie uterine action 
following it was impossible. The hemorrhage that followed oceurred 
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because the patient was permitted to deliver herself spontaneously. 
Had work to be done and available muscular energy been adequately 
judged, operative delivery would have been brought about earlier 
and the degree of hemorrhage would have at least been greatly 
diminished. 

Unquestionably, more satisfactory convalescence would be experi- 
enced in many cases were expulsive efforts supplemented by judicious 
efforts at traction as soon as it is evident that the uterus has done its 
best. Presence of.a well-defined caput and of satisfactory molding 
show that the uterus has been efficient, while lack of progressive ad- 
vance proves it unequal to the supreme efforts that result in delivery. 
Conservation ¢ealls for preservation of all possible muscular energy 
for the postpartum period; and little if any can be expected to be 
available if the uterus is allowed to continue its ineffectual expulsive 
efforts too long. The foregoing is not to be mistaken as an appeal for 
more general employment of operative delivery. It is meant to es- 
tablish the conviction that operative delivery not infrequently is a 
conservative procedure in that it substitutes the slight dangers of 
proper forceps application for the graver ones that result from quite 
complete physical and nervous exhaustion incident to protracted labor. 

Because muscular insufficiency can be expected to follow the opera- 
tive termination of labor in the complete absence of uterine contrac- 
tions, it is apparent that neither may be allowed to continue so long 
without interference that profound inertia develops nor may delivery 
be accomplished under the influence of anesthesia so deep that the 
uterus is as completely relaxed as are the skeletal muscles. 


It is rare for marked inertia to develop suddenly. As a matter of 
fact, its onset is commonly gradual; and the deeper and more dan- 
gerous degrees can be prevented if decreasing efficiency of contractions 
in the presence of such adequate causes of inertia as dispropor- 
tion, malpresentation, malposition, and flabby musculature are inter- 
preted as evidences of beginning insufficiency and if the failing forces 
are at once supplemented by properly selected operative aids. A 
deep, late, second stage inertia, or one coming on postpartum, is proof 
that the particular uterus has worked too hard; if opportunity to 
observe the ease has been afforded the physician, it is proof that op- 
erative assistance has been too long withheld. 


Undue postpartum blood loss demands active treatment that is 
adequate; and as its essentials, there are urged the immediate and 
permanent control of bleeding in every case, and replacement of 
fluid mass lost and combat of shock in cases where seriousness of 
hemorrhage makes one or both necessary. Hemorrhage is to be 
stopped at the earliest moment possible; and the success or failure 
that attends one’s effort in this direction determines how necessary 
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will be such procedures as infusion, transfusion and the like. For 
instance: if blood clots were expressed from a moderately ballooned- 
up uterus one hour after delivery and firm contraction and retraction 
of the particular uterus secured, the possibility of a much more severe 
‘fopen’’ hemorrhage several hours later would be remote and the 
necessity for active general treatment that the loss might demand 
would not arise. 

It is a matter of experience that in many cases of postpartum hem- 
orrhage, bleeding is checked with difficulty even though all the con- 
ventional methods of control have been employed. If the procedures 
have been carried out properly (and such is almost invariably the 
case) and bleeding persists, it is logical to conclude that those em- 
ployed were not suited to control of the particular hemorrhage. 


Why bleeding in many cases may be expected to continue in spite 
of customary methods of control is apparent when the following 
facts are considered: first, the commonest causes of hemorrhage are 
muscular insufficiency (that is, varying degrees of inertia) and low 
placental implantation; and, second, the usual methods of control, 
namely, vigorous massage of the fundus, indirect stimulation by pit- 
uitary extract and by ergot and intrauterine stimulation by means of 
the closed fist or of hot, astringent douches, depend for their effi- 
ciency upon the ability of the uterus to respond with vigorous con- 
tractile efforts. It is unreasonable to expect the uterus to supply 
something it has already given evidence of lacking. 

With the placental site in or encroaching upon the lower segment, 
more or less bleeding persists even though the upper segment contracts 
and retracts spontaneously or is made to do so by stimulation. Hem- 
orrhage of this type can be counted upon to persist until formation of 
multiple thrombi in the more or less inactive lower segment occludes 
the bleeding vessels and sinuses. The process is relatively slow and, 
in these cases, tamponade of the entire uterus offers the only assur- 
ance of immediate and permanent control of bleeding. 


To the extent to which the postpartum uterus is muscularly insuf- 
ficient, it will fail to respond to stimulation of all kinds. Further, 
it must be remembered that stimulation of a tired uterus does no 
more than excite it to increased efforts that cannot be counted upon 
to be maintained and that, when the latter wear off, the degree of 
insufficiency is increased. Pituitary extract and ergot draw from, 
they never add to, the store of valuable muscular energy of which the 
uterus is possessed. They are valuable aids in the treatment of hem- 
orrhage but they may not be depended upon as cures. 

When efforts at stimulation have failed to excite the uterus to 
activity, it is apparent that the organ is unable to respond and that 
further administration of drugs or application of measures that de- 
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pend upon latent muscular efficiency to accomplish results may not 
be practiced. The means to be employed now is firm intrauterine 
tamponade and nothing less affords the patient complete protection 
against further blood loss to which she is entitled. 

The sound principle that the puerperal uterus should not be invaded 
does not hold when postpartum bleeding persists, because necessary 
ends can often be accomplished in no other way than by invasion by 
a foree that stops bleeding at its source. 

Intrauterine tamponade can be counted upon to check any postpar- 
tum hemorrhage; and such preparations should be made that it can 
be carried out without delay as soon as the more conventional meth- 
ods demonstrate their inadequacy. Not only is it the most efficient 
method of active treatment of hemorrhage; it is prophylactic as well 
in that it makes subsequent blood loss negligible. It expedites the 
convalescence from antepartum and intrapartum hemorrhage by mak- 
ing even ‘‘physiologic’’ postpartum loss impossible. 

While the management of lost blood mass and shock is important, 
it is with prevention of these states that the obstetrician is primarily 
concerned. The time to infuse or to transfuse is before shock is fully 
developed, and shock may be expected when a difficult operative de- 
livery, particularly one in which extensive trauma to the maternal 
soft parts has been done, is followed by hemorrhage even of moderate 
degree. Nothing may avail when shock is preliminary to collapse; 
while satisfactory results are not impossible in ordinarily grave cases 
when vigorous general treatment is instituted early enough. 

There is nothing in medicine more interesting than the defense of 
the parturient against blood loss; and there is no problem that can be 
perused with greater profit than that of reduction to the minimum of 
hemorrhage incident to labor. 
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UTERINE DISPLACEMENTS AND PREGNANCY* 
By Benszamin McCieiuan, M.D., F.A.C.S., Xenta, 


IX years ago, Dr. John Osborn Polak published a paper entitled 

““A Detailed Study of the Pathological Causes of Sterility with the 
End-Results.’’ His words of introduction are so graphie and stirring 
that they are worth many times repeating in this presence: ‘‘Prob- 
ably no subject is of such sociological significance to the gynecologist 
as that of sterility. Tomes are wrecked, lives are sacrificed, and 
fortunes are lost, all because of the inability of a woman to conceive 
or to successfully bring forth the fruits of her conception.’? Our 
subject touches only a small portion of this great field. Nevertheless. 
it is sufficiently important to claim attention. Some one has said 
that it is much overwritten but still unsettled. So long as gynecol- 
ogists differ radically in their opinions, is it not our duty to keep 
at the threshing until the wheat is separated from the chaff? 

First, then, let us consider the importance of the subject. Child 
tells us that ‘‘retrodisplacements of the uterus are among the most 
common pathological affections of the female generative organs, and 
have much to do with sterility and lessened fertility, but it is next 
to impossible to give even approximately accurate statisties regard- 
ing their frequency and effect on procreation.’’ Winter, who made a 
very careful study of 178 eases of sterility, estimates that malposi- 
tions of the uterus account for about 8 per cent of sterility in the 
human family. Seitz says that out of two hundred cases examined 
for sterility or habitual abortion 26 were operated for retroflexion. 
Polak says that out of 244 cases of sterile women without inflamma- 
tory complications there were 20 who were treated for retroflexion. 

On the other hand, there are gynecologists who say that displace- 
ments of the uterus are of negligible importance as a causative factor 
in sterility. One of these is quoted as having facetiously said that 
‘*a woman’s round ligaments would have to be shortened as often 
as a man would need to have his hair eut if she would keep the 
uterus in so-called normal position.’’ Another writer on the subject 
tells us that ‘‘the uterus functions perfectly in any position so long 
as there are no inflammatory complications.’’ Is it not likewise true 
that the chances of a fruitful pregnancy are much in favor of the 
normally placed uterus? 

Not a few gynecologists decry all operative intervention in elimi- 
nating the causes of sterility and tell us that ‘‘endoerines will 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922. 
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clarify the question of uterine displacements and sterility and thus 
avoid operative measures which leave many distressing sequelae.’’ 
Another says that he ‘‘has disearded all the classical suspensory 
operative methods of fixation of the uterus on account of too large a 


proportion of failures, especially in respect to subsequent preg- 
nancies.’’ 


This diversity of opinion makes it well worth while to spend some 
time in discussing a subject that spells weal or woe to many of our 
clients. The writer lives in a strictly rural community in which the 
pioneer residents were largely Seotch-Irish. As a rule, the first fam- 
ilies of these sturdy settlers were very large, an average of ten-plus. 
The second generation had an average family of less than five; the 
third, of one-plus; the fourth average is less than one-half of one. 
Indeed, many of these pioneer families have no male descendant, and 
face extinction in a few years. The desire for the perpetuation of 
family name and type is ever strong, and many times it is very 
important. More than once has it occurred that the timely correc- 
tion of a misplaced uterus has been the means of saving to the 
community a type of citizenship greatly to be desired. 

I would like to quote somewhat at length from Child’s recently 
published book entitled, ‘‘Coneeption and Sterility.’’ He says, ‘‘The 
congenital type of displacement is of particular importance and calls 
for an early replacement because the influence exerted by the continued 
displacement leads to permanent changes in the immature organ. 
In the acquired type, arising later in life, at a time when the uterus 
has achieved its full development, permanent pathologic changes are 
not so apt to oceur. * * * Retrodisplacement of the uterus be- 
comes an active factor in the causation of sterility in one of two 
ways, either the pathologie changes in the uterus resultant upon its 
abnormal position prevent conception or result in an interference 
with pregnancy when conception has occurred. * * * While it 
is quite true that the retrodisplaced uterus may become pregnant and 
that the pregnaney may even correct the displacement spontaneously 
as the uterus enlarges, the pregnancy going on to term, we know by 
experience that this is the exception rather than the rule.’’ To these 
excerpts I would like to add the following from Graves, ‘‘ Women 
with retroversion are apt to be sterile, especially those in whom the 
retroversion is due to congenitally weak supports. In this ease the 
sterility is the result of the displacement of the cervix uteri which 
no longer dips into the receptaculum seminalis. * * * Acquired 
malposition of the uterus may prevent or limit fertility. There is 
no doubt that women with acquired retroversion-flexion are in a 
large percentage of cases sterile. That the malposition is the cause 
of sterility is shown sufficiently well by the frequeney with which 
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these women become pregnant after restoration of the uterus to its 
normal position.’’ And the following from Crossen shows the same 
trend of thought: ‘‘Repeated abortion without apparent cause is 
another condition that should arouse suspicion of uterine retrodis- 
placement. * * * Sterility is in some cases, apparently due to 
retrodisplacement, though not as frequently as to anteflexion of the 
cervix and associated conditions. Not infrequently in a married 
woman who has long been sterile, pregnancy follows correction of 
the displacement. Occasionally the pregnancy follows so promptly 
as to leave little doubt that the sterility was occasioned by the dis- 
placement itself (compression of the tubes?) and not by any asso- 
ciated inflammatory trouble in the cervix or body of the uterus.’’ 
The writer fully concurs in these opinions. 


Where a congenital displacement of the uterus is associated with 
a short anterior vaginal wall, sterility is the rule. These cases are 
not relieved by the use of the pessary until the anterior vaginal 
wall is lengthened. When this type is also associated with an arrest 
in development of the uterus, which seems to be the rule, the latter 
condition will eall for an active stimulation applied directly to the 
uterus. Probably the safest and best is the introduction of iodoform 
gauze tightly packed and allowed to remain for two or three days 
and repeated at frequent intervals until the depth of the uterus ap- 
proaches or attains the normal. Hirst suggests electrical stimulation, 


which no doubt deserves more general use with careful record of 
results. 


In dealing with long neglected displacements the writer has al- 
most uniformly found pathologie changes not only in the uterus but 
in the adnexa. Often there were marked changes in the tubes and 
ovaries; the former congested, compressed and kinked. The ovaries 
were seriously involved; the capsule was much thickened and the 
parenchyma of the gland seriously atrophied, due, no doubt, to de- 
velopment of numerous cysts of varying size. 

Reed in discussing the baneful influence of uterine retrodisplace- 
ments upon the procreative functions of the ovaries, makes the fol- 
lowing statement: ‘‘Retrodisplacements of the uterus have a directly 
destructive effect upon the integrity and functional ability of the 
ovaries, and cystic ovaries with thickened tunies are an invariable 
accompaniment of chronic uterine retroflexions.’’ The writer can 
verify this conclusion as true in every case of which he has had 
personal knowledge. 

Reynolds also calls attention to the importance of this phase of 
the subject when he graphically challenges our thoroughness by say- 
ing: ‘‘The futility and injustice of the performance of an abdom- 
inal operation for sterility without attention to the needs of non- 
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ovulating ovaries is a very common mistake. * * * Prominent 
among the useless operations are those which are aone for the relief 
of retroversion without recognition of one of the functional derange- 
ments of the ovaries which imply nonovulation, or of a preexisting ante- 
flexion from the existence of short anterior attachments of the cervix.’’ 

In the matter of treatment, the writer believes that uncomplicated 
retrodisplacements of the uterus can sometimes be corrected by the 
selection of a well fitting pessary, together with the use of approved 
hygienic and therapeutic measures. These are to be given a fair trial, 
but if results are not satisfactory operative intervention is impera- 
tive. This will at the same time give ample opportunity to correct 
any complicating or associated pathology in the pelvis or abdomen. 
Curettage and stem pessaries are here mentioned only to be con- 
demned. 

The writer’s personal preference is for the Gilliam technic, and he 
avoids such modifications as the obliteration of the pouch of Douglas 
as suggested by Deniker, fearing complications during parturition. 
This objection is wholly theoretical; experience may prove this fear 
unfounded. In the cases where pregnancy is not a possibility the 
latter technic is undoubtedly an excellent safeguard against a recur- 
rence of the retroflexion. 

Dr. Dorsett, in a most interesting paper on this subject, reports ten 
cases of sterility successfully treated. One patient became pregnant 
following the use of a well fitting pessary, two after the use of a pes- 
sary and repeated dilatations, one following a Dudley operation, two 
after a Gilliam operation, one after an Alexander operation, two after 
a Gilliam operation and repeated dilatations, one following a Gilliam 
and Dudley operation. 

In the last three years, the writer has successfully treated two 
cases of congenital sterility associated with hypoplasia, and five cases 
of acquired sterility, all by the Gilliam technic. All were due to 
retroversions, and all had sufficient pathologic lesions in the pelvis 
to warrant operative intervention in addition to the hope of a result- 
ing fruitful pregnaney,—a hope that has been realized in each ease. 


CONCLUSIONS 


1. Uterine malpositions are the cause of sterility in a limited num- 
ber of cases, probably not over 10 per cent, which, though small, is 
quite too large to be negligible. 


2. Long continued sterility or repeated abortions should lead one 
to suspect a displacement of the uterus. 

3. Malpositions act as a cause for sterility by (a) mechanically 
interfering with the progress of the spermatozoa into the uterine 
cavity, and (b) by contributing to the functional disability of the 
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tubes and ovaries which when long continued, results in organic de- 
generation, especially in the ovaries. 


4. In a very few well selected cases a well placed pessary plus 
wisely directed hygienic and therapeutic remedies should be given a 
fair trial. 

5. Operative intervention is indicated in all cases where the fore- 
going treatment has failed, and where there is no legitimate contra- 
indication. 
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FUNCTIONAL DYSTOCIA IN NORMAL PELVES: RECOGNITION 
AND MANAGEMENT* 
By James A. Harrar, M.D., New York Crry 


HE recognition and management of functional dystocia may seem 

a superfluous thesis in these days of short cuts and time-saving 
obstetrics, but it becomes necessary sometimes to recite one’s 
obstetrical creed just to be sure where one is. In obstetrics as 
in other branches of surgery there is usually more than one way to 
achieve a result, and one cannot be too dogmatie in insisting this 
method is always wrong and that one always right. In this discussion 
I shall present my personal preferences in treatment but I believe I 
am speaking for the majority of the staff at the New York Lying-In 
Hospital. Most of us have worked together so long that given an 
obstetrical situation the essentials in the management proposed would 
agree practically 100 per cent. 

At the Lying-In, with its large indoor ward service and outdoor 
tenement service, it has been considered advisable to try out new 
procedures as they have arisen, limited only by the determination of 
making and keeping the hospital regarded as the safest place to have 
a baby. I believe we have extracted the beneficial elements from the 
employment of the Freiburg Diimmerscehlaf, pituitrin, rectal examina- 
tion, the low two-flap cesarean, median episiotomy and elective version, 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., September 19-21, 1922, 
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without completely adopting any of them. All in all, guided by the 
successive hospital heads, the tendency has been to cling to the old 
doctrines and straight obstetries. I might say we have not so much 
adopted this course as stuck to it. 


WHEN TO INTERFERE 


I chiefly desire to indicate the routine of procedure in handling 
tedious labors in normal pelves, that being employed year in and year 
out has given us the best results. 

As it is impossible to define prolonged labor in an individual 
confinement in units of time it were better to pronounce a labor pro- 
longed or delayed: 


1. When there is primary inertia with ruptured membranes. 

2. When despite good contractions there is no advance in cervical 
dilatation or in progress of the presenting part. 

3. When there is advance, with increasing malposition. 

4. When, due to the above causes, increasing tonie spasm of the 
uterus develops with continued ascent of Bandl’s contraction ring. 

5. Lastly and most definitely when the mother or child is showing 
signs of exhaustion. 

Early recognition of organic abnormalities is not so difficult. With 
eareful antepartum examination we can determine rather accurately 
the size of the bony pelvis, to a certain extent the size of the fetal 
head, and experience gives us a fair idea of the accommodation of a 
given head to a given pelvis. The compressibility of the particular 
head during labor, however, is something we cannot foretell. It is 
the functional abnormalities of dilatation, propulsion, high retraction 
of Bandl’s ring, plasticity of the fetal head, tolerance of the child to 
pressure both of head and placental circulation, and increasing mal- 
position that make such eases as I am discussing so treacherous. 
These abnormalities are ones that only can be appreciated as they 
develop during labor. 

It is good practice for the nurse or attendant to count and record 
the fetal heart very frequently during active labor, the same as we 
learned it important to do in our study of scopolamin amnesia. This 
gives us a valuable chart of the baby’s endurance. The first signs 
of distress on the part of the baby are disclosed by irregularities in 
the rate and rhythm of the fetal heart and usually before the passage 
of meconium is observed. Much overlapping of the cranial bones 
and the development of a very tense caput are also important evi- 
dence that the child is being subjected to dangerous pressure. 

If labor is delayed, a sufficient number of vaginal examinations 
must be made to properly supplement the abdominal findings. If 
there is any question of cesarean section, examination to determine 
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progress may be made by rectum. We prefer, however, routine pelvic 
examinations to be made vaginally, but limit them to the fewest num- 
ber possible. The hospital morbidity records are very satisfactory to 
us in a long series of cases handled with vaginal examinations both 
indoor and outdoor. Our figures for the past year are 7 per cent 
morbidity in the wards and 5.7 per cent in the tenement service. The 
outdoor mortality in 1921 was one maternal death in eighteen hun- 
dred confinements, including all cases transferred into the hospital 
for delivery. We believe the routine vaginal examinations even made 
as they are by many students and internes, but with proper asepsis 
of hands and vulva, have been of greater teaching value than those 
made by rectum. An inexperienced student or interne can do con- 
siderable damage to the rectal mucosa. <A rectal examination cannot 
disclose the hot, dry, swollen vagina of prolonged neglected labor, 
nor can it give a sufficient mental picture of the form or size of the 
pelvis of the woman perhaps first seen when in labor by the student, 
interne or consultant. The attendant must know accurately what 
is going on, and it is only by thorough familiarity with the normal 
mechanism that he may realize when things are not progressing as 
they should. The good old mechanism of labor, the stumblingblock 
alike of the professor trying to teach it and of the student trying 
to understand it, must still hold our constant bedside attention at 
every case. In case the slightest doubt remains as to the position 
of the head or the capacity of the pelvis, the patient should be put 
under an anesthetic and a thorough examination made. There are 
two main problems in prolonged labor: one of dilatation, and one of 
propulsion, and the solving of these still depends upon the under- 
standing and regulation of the relation of the forces, the passages 
and the passenger. 


HOW TO INTERFERE 


If there are hard pains, with rigid cervix in the first stage, the use 
of morphine-seopolamin is frequently efficacious in eontrolling the 
mother’s sufferings and preventing her nervous exhaustion while the 
cervix dilates. A constant observation in the twilight sleep use 
of scopolamin was the apparent minimum of uterine effort required 
in effecting smooth and rapid dilatation of the cervix. With mem- 
branes intact and dilatation slow, an additional freeing of the mem- 
branes for a couple of inches around the os keeps the case under 
our control much better than their rupture, and should first be given 
a trial, though in multiparae simple rupture at three to four fingers, 
with a cervix well effaced, will often be productive of a prompt de- 
livery. As may be observed at cesarean section the membranes are 
chiefly adherent around the lower uterine zone and the more mark- 
edly so the less the cervieal dilatation. It has also heen recognized 
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by other observers that the physiologic adhesion of the membranes 
about the cervix when marked does interfere with the mechanism of 
retraction. When sufficient retraction has resulted in effacement 
but with dilatation still incomplete and the labor becomes prolonged, 
insertion of a bag is a most valuable maneuver to prepare the case 
for delivery. When we have primary inertia with ruptured mem- 
branes and cervix only one or two fingers and not effaced, packing 
of the cervix and upper vagina with gauze is usually of greater value 
in softening up the cervix and starting good pains than the bag. 
In this situation the bag does not always work so well. That there 
are certain limitations in the action of the bags we are foreed to 
admit. Thus there are instances when by intermittent traction on 
the bag it is finally pulled through without any uterine contractions 
intervening. In others the presence of the bag excites pains, but as 
soon as it is pushed through, labor comes to a standstill. A larger 
bag does the same thing, and a long four to five finger cervix is left 
on our hands and the baby still undelivered. It is still too early for 
foreeps and breech extraction after version through such a cervix 
is exceptionally hazardous even after manual dilatation. 

Manual dilatation is only safely effected in a cervix that is pretty 
well effaced. Even then, except when only a remaining rim needs 
to be reamed out, there is danger of tearing and hemorrhage. Inci- 
dentally, before doing a version one of the most comforting methods I 
know in surely ascertaining that the cervix is completely dilated 
flush with the vaginal wall, especially if one’s hand is not larger than 
a seven and a half glove, is to pass an easily sterilized object, such 
as a china nest egg, in advance of the hand. Then by grasping the 
egg, the fist can be made as large as is necessary to make it snugly 
fit the birth canal. As it is slowly withdrawn the resistance of any 
remaining rim of cervix ean be sufficiently abolished to secure the 
ready passage through it of the aftereoming head. 

If delivery is imperative, and the cervix is effaced and three to 
four fingers dilated but still too rigid to dilate manually without 
tearing, small snips with scissors on either side after the fashion of 
Diihrssen’s lateral incisions are of great value before foreeps, and are 
especially to be thought of when the aftercoming head catches in the 
cervix. If any extensive enlargement is required or the cervix is 
not well drawn up, the anterior and posterior vaginal cesarean in- 
cisions are safest as further incising is better under the operator’s 
control. In all incisions of the cervix it is well to remember that 
there is of course a lack of dilatation of the tissues between the in- 
cisions, and they are only to be used in definite emergency. 

When dilatation of the lower soft tissue funnel, the levator ani 
margin and the urogenital septum becomes necessary, we are inclined 
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to prefer manual dilatation with plenty of lubricant and repair of 
such small lacerations as may be superimposed, restricting episi- 
otomy to the cases when danger of a tear into the rectal sphincter is 
imminent, or when the baby is doing badly and must be instantly 
delivered. It is a matter of comment in the wards that there is more 
fever after the repair of episiotomy wounds than those of spontane- 
ous laceration. Whether this is due to house surgeon’s technic or 
to the opening up of less protected planes of tissue to absorption is 
subject to question. 


Coming now to the delivery of the baby in prolonged labor. Close 
examination for anomalies of the baby’s size, attitude and position 
will sometimes reveal the cause of the delay. Oversize, total or in 
part, such as hydrocephalus or abdominal ascites; attitudes of de- 
flexion, especially brow, and failure of rotation in posterior position 
are to be carefully ascertained before attempting delivery. The use 
of pituitrin by the resident staff is not permitted before the birth of 
the baby, and is very rarely so employed by any of the attending staff. 
It is used rather frequently for postpartum bleeding before the full 
effect of ergot can take place. 


With the head at or above the brim we have always favored version 
in preference to high forceps and still do. The case histories present 
3298 versions as opposed to 814 high forceps, or in the ratio of four 
to one. Potter of Buffalo had laid emphasis on the combined advantages 
of a certain group of maneuvers in podalice version and breech extrac- 
tion. The details are not new, but the combination results in such 
an excellent delivery as to give the name ‘‘Potter Version’’ to the 
operation. We are endeavoring to adopt this grouping of maneuvers 
when we have to do a version and most of us find each step the 
easier done in the way Potter practices. Even with improved results, 
however we still adhere to the old indications, and if we are doing 
a few more versions it is only because we are doing less high and 
hard median forceps. Version competes with high and hard median 
forceps, but we are not yet prepared to admit that it competes with low 
median forceps or in any way with undelayed spontaneous delivery. 

Just here to reiterate for emphasis in breech extraction, one should 
always be prepared to make use of Diihrssen’s incisions should 
the head stick in the cervix, and to use foreeps on the after- 
coming head, also that Potter’s practice of deep digital pressure 
exerted externally just back of the pubie bone is the most advan- 
tageous method of applying force to the aftercoming head. Some 
operators are too prone to forget everything in the excitement of 
the moment but continual violent traction on the body of the baby. 

The most frequent and most commonly unrecognized cause of de- 
layed labor in normal pelves is failure of rotation with persistently 
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posterior position of the occiput. Most occiputs rotate and deliver 
without giving trouble, only a few become persistent. 

In 8,360 recognized posterior occiputs in the Lying-In Hospital, 
previous to 1907, only 433 or 5 per cent required interference with 
artificial delivery. 

To return to indications for interference, briefly, it is proper to 
interfere in delay due to a posterior occiput, (1) when despite good 
contractions there is no advance, or (2) when with advancement 
there is an increasing extension of the head. 

Version with head above midpelvis in such conditions, manual ro- 
tation and forceps extraction with the head below midpelvis are the 
operations of choice. Molding of the head through the brim is no 
contraindication to version if under complete anesthesia the uterus 
relaxes with sufficient elasticity to readily admit the passage of the 
hand and wrist through the retraction ring. In fact a well molded 
head is much easier to deliver in the breech extraction after version 
than one that has not molded. 

Complete Seanzoni rotation of the posterior occiput with the forceps 
is a dangerous procedure in most hands. If there is but slight re- 
sistance the maneuver is satisfactory and is a beautiful operation. 
But if at all difficult the leverage is so powerful that the anterior 
blade frequently cuts into the child’s scalp and cheek just in front 
of the anterior ear and there is risk of high and deep vaginal tears. 
Under complete anesthesia manual rotation with external assistance 
is much to be preferred and is usually successful. I have yet to 
find a head that could not be rotated manually at least to the trans- 
verse position, and then by introducing the posterior blade first, the 
head can be pretty well held from sinking back into its former 
position while the other blade is applied and locked. Completing 
the rotation with the blades through one-eighth of a circle is simple 
and comparatively harmless. 

IT will not enlarge upon the subject of cesarean section in normal 
pelves, but there is undoubtedly a definite field here for the operation 
in oversized babies, in prolapsed cord with long poorly dilated cervix, 
in nonengagement with tonie uterus and live baby, and in eases of 
previous stillbirth from dystocia in what had been considered a nor- 
mal baby and pelvis relationship. 

Patience in obstetrics is next to asepsis, but it must be the active 
patience of close observation; not the passive patience of ignorance, 
allowing the mother to become totally exhausted or the baby in immi- 
nent peril of death before determining on a line of action. In pro- 
longed labor, as thus defined, I believe any operative procedure is 
justified that will not injure the woman’s health or harm the child. 
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PITUITRIN IN THE SECOND STAGE OF LABOR* 
By Maanus A. Tate, M.D., F.A.C.S., Cincinnati, OHIO 


“p ROGRESS in endocrinology can at best come only slowly and, to quote Rown- 
tree, through correlated, adequately controlled investigations in which the 
findings are subjected to interpretations based on analytie and critical judgment. 
Endocrinology needs a leadership willing to admit the magnitude of its shortcomings. 


Its real contributions will then hecome more evident.’’ Jour. Am. Med. Assn., July 
22, 1922. 


Along this line of thought a question of import to obstetricians is, 
whether it is wise and safe to use one of the endocrines, namely 
pituitrin, in the second stage of labor, and I bring this before you 
for your earnest consideration, not from the experimental but the 

ractical standpoint. Thinkers and doers in medicine (according to 
the remarks made in a symposium at the last meeting of the Amer- 
ican Medical Association), believe that many hurried claims pro and 
con have been made for the endocrines, which at the present time have 
not been substantiated. The reporting of remarkable results after 
meager experience, or the repudiating of certain of the endocrines 
with such statements that they are ineffectual or dangerous, is not 
econvineing, and it seems to me, that we must look to future experi- 
mental, clinical and research work to elucidate the good or bad of 
the duetless glands. Query—are we collecting reliable data, or 
simply making statements without studying our own and other eases in 
detail from all angles? 

I find that there is quite a divergence of opinion as to pituitrin, 
especially so when used in the second stage of labor, some stating 
that it is often accompanied and followed by serious consequences, 
others that if judiciously and obstetrically used, it is one of the 
remarkable discoveries of the age. 

Pituitrin for obstetrical use is on the market as an aqueous ex- 
tract from the posterior lobe of the pituitary body, ready for hypo- 
dermie use, and the dosage ranges from 0.5 to 1 ¢.c., to be repeated 
in half an hour, if in the judgment of the physician it is called for. 
This posterior lobe is described as a complex body, and when injected, 
causes or increases muscular contractions of uterus, strengthens and 
slows the heart beat, and by its contracting action on the arterioles 
raises the blood pressure. I use from 0.25 to 0.5 ¢.¢c., repeat once if 
necessary and never use over 1 ¢.c. in a given case, and in my ex- 
perience pituitrin seems to be an ideal adjunct. 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Aibany, N. Y., Sept. 19-21, 1922. 
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From the literature at my command however, where pituitrin was 
used in the second stage of labor, I find cases reported where the 
child was said to be asphyxiated, others where there was undue com- 
pression of body of child, cases of cerebral hemorrhage, separation 
of placenta, extensive lacerations of cervix and rupture of uterus. 
Some infants born alive developed paralysis and others became idiots 
and epileptics. I also find it stated that uterine tetany might occur 
following very small dosage. " 

The complications and sequelae mentioned above are of such im- 
port, that I bring up the question at this time, (knowing that many 
thousands of cases have had pituitrin administered to them during 
the second stage of labor), why such reported results should occur 
and what explanation can be given as a solution. 

Is there some peculiar idiosynerasy on the part of some pregnant 
women to pituitrin, is the fault in the preparation of the drug, is 
the dose or repeated dosage too large, are the indications for its 
usage properly considered, does patient’s condition warrant its use, 
ean its action be relied upon, and are not some of the complications 
attributed to pituitrin erroneously reported? 

Time and clinical experience are the essentials necessary to assure 
us, that either we have something of great value, or that pituitrin 
should be classified as a dangerous drug and unworthy of use when 
administered during the second stage of labor. I note that many who 
use pituitrin extensively have become enthusiastic, and that they 
even go so far as to state, that to a great extent, it takes the place 
of forceps, without the frequent resultant effects of instrumental 
trauma. 


It is necessary to have in mind, that there are definite contrain- 
dications, and they may be enumerated as follows: incomplete dilata- 
tion of the os, nonengagement of presenting part, any mechanical ob- 
struction to delivery on the part of pelvis, uterus, bladder, vagina, 
rectum, or of child, any disproportion of fetal or pelvic measure- 
ments, abnormal presentations, uterine inertia following a long and 
harrowing labor, the patient being thoroughly exhausted; especially 
is this so in the tubereulous and syphilitic. 

Its usage may be summed up as follows: it starts, renews or in- 
creases feeble contractions of uterus in suitable cases. 

That pituitrin used indiscriminately may be a contributing or even 
the main cause of one or more of the above-mentioned complications 
is self-evident to the intelligent. It is not convineing, however, to 
read some of the ease reports where pituitrin is put down as the 
cause of an unusual complication or of death of patient. 

Such criticisms without complete histories of pertinent facts or 
condemnation of the drug when erroneously used, are of little value 
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from a statistical standpoint of the merits or demerits of the drug in 
question, and leaves those seeking enlightenment in the same position 
as before perusing such reports. 

It is only rational to say, that if midwives are allowed to ad- 
minister pituitrin, disaster will follow in many unreported eases, and 
if physicians discard obstetrical contraindications, serious complica- 
tions will ensue, and especially is this so, if used in every case where 
there is the least delay, regardless of presentation or position, or 
where there is a temporary cessation of labor pains with the os only 
partially dilated. 

It is of little moment whether one decries those who condemn 
pituitrin in the second stage of labor, or praises those who consist- 
ently use it, but it seems to me that obstetricians are called upon to 
give their unbiased opinions of pituitrin, based upon their own ex- 
perience, so that some definite conelusion may be reached, which 
will be of value to the profession at large. 

I have used pituitrin in the second stage of labor for a number of 
years, and during the past year in 30 selected private cases, and 
after mature thought and careful observation have come to this con- 
elusion: that if used judiciously from an obstetrical standpoint, it 
is a boon to motherhood. 
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MALFORMATIONS OF THE UTERUS AND APPENDAGES* 
A Report or Six Cases 


3y ArtHur T. Jones, M.D., F.A.C.S., Provipence, R. I. 


ALFORMATIONS of the uterus, appendages, and vagina are 
dependent chiefly upon some fault in the normal development 
and fusion of the ducts of Miiller. 

In the normal course of development the upper portions of the 
ducts of Miiller, although separate, converge, forming the fallopian 
tubes; the middle portions fuse, and the partitions between them 
disappear, forming the uterus, while the lower portions by similar 
fusion and absorption of partition, form the vagina. Any interrup- 
tion in this normal fusion and development may leave more or less of 
a double canal in the uterus or in the vagina, and depending on the 
equality or inequality in the development of the two halves, there 
may result, either a symmetrical double uterus and vagina or one- 
half may be well developed while the other half may present all 
grades of development from zero to perfection. 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
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There are rare conditions of absence of the uterus, and rudimentary 
uterus, in which the latter organ is represented only by a band of 
connective tissue posterior to the bladder. For pregnancy to exist, at 
least one of the ducts of Miiller must have developed sufficiently to 
form a serviceable half of a double uterus and vagina. There are 
many varieties of malformations most common of which are: 1. The 
uterus unicornis, in which only one duct of Miiller is developed. 2. 
The uterus bicornis, in its various forms, in which both ducts are 
equally developed but there is fault in normal fusion and absorption. 
3. Uterus bicornis in which one duct is imperfectly developed and 
has no connection with the vagina. 4. The uterus didelphys in which 
the halves are separate throughout. 5. The uterus septus, in which 
externally the uterus feels normal, but the partition between the 
middle portion of duets of Miiller has never absorbed. 6. Uterus 
bipartitus, in which both uterus’ and vagina are double and lie side 
by side as separate tubes. 7. Double vagina, in which fusion, absorp- 
tion and development of the ducts of Miiller are normal until the 
vagina is reached and here a partition is left dividing the vagina 
throughout more or less of its length. In any of the above mentioned, 
pregnancy may take place. 

Several types of abnormalities of the uterus and appendages to- 
gether with vagina or abnormalities of any one respectively have 
been described, among which may be mentioned double uterus with 
double vagina; congenital absence of uterus and vagina; absence 
of uterus both tubes and right ovary; double vagina plus double 
cervix; absence of vagina and uterus; double solid uterus; double 
lumen in fallopian tubes; congenital absence of uterus alone with 
tubes and ovaries present; and congenital absence of uterus with 
anomalous vulvovaginal anus. 

The following eases which have come under our observation are of 
particular interest due to abnormalities presented: 

CasE I.—I. P., female, age twenty-six, white, married, complaining of a tumor 
which she discovered following her last miscarriage. Patient had one child three 
years ago, two misearriages, last one about two months before she was seen by me. 
Menstruation regular. Examination showed a large cystic tumor in pelvis, which 
pushed the uterus well over to left side. Cervix small and high up. Diagnosis of 
ovarian cyst was made. Patient was operated on August 26, 1915, at which time 
a cyst of the right ovary was found the size of a grapefruit. The cyst and tube 
were removed, it not seeming feasible to attempt to save any portion of the right 
tube because of the pathology attached to it. The left side of the uterus was found 
to be perfectly smooth and with no appendage. The left round ligament was in- 
serted into the uterus below the junction of the cervix with the body of the uterus. 
Further examination revealed an ovary twice its natural size and a tube one and 
one-half inches long on the left pelvic wall attached by the broad ligament. The 
left tube was cut across and the cut end split up a distance of one-fourth of an 
inch for transplanting into the uterus. The end of the right tube was excised from 
the horn of the uterus and incision earried inward opening into the cavity of the 
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uterus. The left tube was then transplanted into the horn of the uterus at this 
point. Two strands of No. 2 chronie gut were then passed through the tube into 
the uterine cavity with the ends protruding from the tube to keep the same patent 
where it was grafted into the uterus. The left ovary which then lay close to the 
uterus and on top of the round ligament was sewed to the round ligament closing 
the opening, which would predispose to ileus. The patient made an uneventful re- 
covery. Two years after operation the patient reports menstruation regular every 
four weeks, not painful, moderate amount for four days. No pregnancies since. 


Case II.— G. N., female, age twenty-four, white, married for three and one-half 
years. No pregnancies. Nothing abnormal in regard to her menses. Examina- 
tion revealed an ovarian cyst. At the time of operation, May 19, 1915, a cyst of 
the left ovary was removed. At the left of the uterus was a small mass which at 
first looked like a fibroid the size of a walnut. The left tube and round ligament, 
however, came off from this left horn of what was really a bicornate uterus, the 
left side being much less developed than the right. This supernumerary uterus was 
removed. The round ligament was tied and cut away and then sewed to the horn 
of the uterus proper. Beneath the supernumerary uterus where it was cut across 
was a slight area of thickened tissue apparently a small mass of uterine tissue 
simulating a cervix. The patient made an uneventful recovery. 

Two years later the patient was delivered of a baby girl. This child was seen 
in consultation about five months after birth and was a Mongolian idiot. Patient 
has since given birth to a normal healthy infant. 


Case III.—C. W., age thirty-four, white, married five years, menstruation normal. 
Had one miscarriage at two months. Patient had been delivered of a six and a 
half months fetus two weeks before first seen. Four days before labor she com- 
plained of pain in her left side, also noticed a tumor following her delivery. Ex- 
amination showed presence of large tumor in left side of abdomen and pelvis, ap- 
parently connected with the uterus. The uterus seemed small however. Diagnosis 
of a tumor made. When operated, April 10, 1920, which was twenty-six days after 
delivery, the tumor mass was found to be the left horn of a bicornate uterus and 
was the size of a coconut. A definite sulcus seemed to divide this horn from the 
right side; the latter seemed about the size of a normal uterus. The transverse 
colon was adherent to the left horn of the uterus where the latter had perforated. 
Nature had closed the opening by causing the colon to adhere at this spot. Upon 
separating the adhesions the perforation was found in the uterus and a dark gru- 
mous discharge came from the cavity of this uterine horn. The entire right side 
of the uterus was removed along the dividing suleus. Examination of the removed 
left horn showed the mucous membrane very dark, grumous looking and thrown into 
heavy folds. It was evident from the gross appearance, that the pregnancy had oc- 
curred in this horn, which had failed to involute and the ulceration had occurred 
at the fundus where Nature had temporarily taken care of it. A pathologie ex- 
amination showed an excess of fibroid tissue but nothing else abnormal. 

-atient made an uneventful recovery. She was seen within the last few months 
and is in excellent condition. No pregnancy since operation April 10, 1920. 


CasE IV.—B. S., white, age thirty-five, seen in 1911, suffering from a_ tubo- 
ovarian abscess. Although married for several years she had had no pregnancy. 
On examination of her pelvis it was found that a double vagina was present and 
apparently a double uterus for there was a semblance of a cervix in both sides. 
This patient declined operation and passed from under my observation, so I was 
unable to get further knowledge regarding her congenital malformation. 


CASE V.—M. A., female, white, and single. Operation on December 14, 1907, at 
which time a curettage, celiotomy, salpingo-oophorectomy, appendectomy and a plas- 


q 
4 


JONES: MALFORMATIONS OF UTERUS AND APPENDAGES 257 


tic of the left ovary was done. At the time of the curettage an os was found, 
which presented in the right side of the vagina, and communicated with the right 
side of the uterus. The tissues about the os seemed soft and like vaginal wall only... 
A cervix was also present in its normal position and felt normal but was covered 
with vaginal mucous membrane and presented no os. At the time the celiotomy was 
done the mass in the right side proved to be tube and ovary of a cystic nature and 
appendix all matted together. The appendix was removed, right tube and ovary 
freed and removed. The left ovary was cystic and a plastic was done on it re- 


moving about one-half. The uterus was found to be bicornate and symmetrical on 
both sides. 


Case VI.—A. A., age thirty, white. First seen in January, 1919. Married four 
years, child three years of age, instrumental delivery, following which the patient 
was in bed seven months suffering from phlegmasia alba dolens and other complica- 
tions. She complained of heaviness in pelvis and dragging sensations. Menstrua- 
tion every 28 days, not painful, five days, moderate amount. Examination re- 
vealed a small laceration of the cervix and perineum and a marked cystocele. A 
dilatation and curettage, trachelorrhaphy, anterior colporrhaphy, perineorrhaphy and 
celiotomy done. Upon opening the abdomen a condition of congenital absence of 
right ovary and tube was found and a condition of hydrops of the left tube. Plastic 
operation was done on left tube. The distal end was opened and a new fimbria 
made by suturing around the slit in tube with fine chromic gut. Patient was dis- 
charged well in eighteen days. 


The conelusion we can draw from this review is a plea for con- 
servatism and operations of a plastic nature to be resorted to rather 
than a complete removal of the female organs of regeneration. We 
should watch for uterine malformations, which constitute an actual 
clinical group and whose management requires conservative surgical 
judgment. 
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SHOULD PUBLOTOMY BE RECOGNIZED AS A JUSTIFIABLE 
OPERATION IN OBSTETRICS ?* 
By Artruur H. M.D., CLevELAND, 


ERY little mention has been made during the recent years of the 

operation known as pubiotomy. This operation was never popular 
in this country; in fact, we may say that in only very few of our 
clinics was it given what might be called a fair trial. Many obstet- 
ricians rejected the procedure before using it, while others apparently 
did not meet with suecess on attempting it, or at least the procedure 
did not appeal to them. We may say that pubiotomy has had a rather 
rough road to travel on its way to finding a place of recognition as a 
valuable obstetric procedure. 

Probably one of the underlying reasons for discrediting pubiotomy 
is the fact that its proper place was not fully realized and that there 
was always a tendency to compare it with cesarean section, as if 
the two operations were competitors, in which case opinion invariably 
and very rightly remained favorable to cesarean section. The fact 
should be made very clear that pubiotomy in no way competes with 
cesarean section; in fact, its advantage is seen in those eases in which 
we know that cesarean section is either contraindicated or its per- 
formance is an impossibility. It competes chiefly with craniotomy 
on the living child, and in this connection it may be said that it makes 
little practical difference whether the physician deliberately per- 
forates the head of a living child, or, knowing that its successful 
delivery is impossible, makes brutal traction with forceps until he 
finds that there is no longer a fetal heart and then perforates the 
head. The writer believes that craniotomy is used far too often; in 
fact, that it is very seldom necessary. 

In the last decade, we have seen some wonderful changes in ob- 
stetriec practice, so much so that today obstetrics is on a far more 
scientific basis than ever before. We have shown that it is possible 
by the proper administration of analgesia and anesthesia to make 
labor quite comfortable and do that without interfering with its most 
suecessful termination. We have learned that it is possible to shorten 
the second stage of labor with safety. We have adopted the practice 
of correcting abnormalities of presentation and position instead of 
waiting indefinitely for Nature to correct them, because in a certain 
percentage of cases spontaneous change to a normal position takes 
place, but perhaps after many hours of unnecessary labor. We have 
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learned to make rectal examinations during labor instead of vaginal 
examinations, thus further decreasing the possibility of infection. 
We have seen that it is possible to reduce the maternal mortality in 
eases of antepartum hemorrhage, for example, placenta previa and 
accidental separation of the placenta to an almost unbelievable mini- 
mum by the proper employment of transfusion with the delivery. 
We have seen a very marked reduction of severe postpartum hemor- 
rhage by the routine administration of a pituitary preparation, im- 
mediately after the birth of the child. We have seen a broadening 
of the field for cesarean section so as to include quite a variety of 
eonditions, and vet we have learned more fully its limitations. We 
have heen impressed more and more with the facet that there is great 
risk in performing a cesarean section in eases in which any attempt 
at delivery or any vaginal manipulation has been made, where any 
vaginal examination has been made or even when the patient has 
heen in labor too long. In fact, the conditions mentioned are econ- 
sidered contraindications to the use of cesarean section. But in spite 
of all the advances in obstetrie procedure, we still have craniotomy. 
In overcoming the necessity of performing the latter operation, 
pubiotomy finds its place. 

It is undoubtedly true that were the best judgment used in the 
management of eases from the beginning, there would seldom be an 
indieation for pubiotomy. That is, if the most accurate estimation 
of the relative size of the fetal head and the bony pelvis were made, 
and if only rectal examinations were made during labor, and the 
patients not allowed to continue in labor too long, in other words, 
if the eases were always kept as what we term clean cases, cesarean 
section could be safely performed when oceasion arose. But unfor- 
tunately, in a certain pereentage of eases, this is not true. In these, 
the patients are allowed to continue in labor in spite of dystocia due 
to the bony pelvis, repeated vaginal examinations are made, as is 
still the eustom of many physicians, and even unsuccessful attempts 
at delivery. In these so-called potentially infected cases, we all 
realize the risk of performing a classical cesarean section and we 
might well add that the various methods of extraperitoneal or trans- 
peritoneal cesarean section have not materially lessened the danger 
in such eases. In these cases the fetal heart may still be good and 
the justification for performing a craniotomy cannot be shown. Pubi- 
otomy gives us a means of delivering a living child and there are not 
the econtraindications to it which there are to cesarean section. There 
is no invasion of the peritoneum or of the uterus and not frequently 
even a communication between the pubiotomy wound and the vaginal 
tract. There is, in other words, no more reason why pubiotomy 
should be contraindicated than craniotomy in a potentially infected 
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ease. The justification of pubiotomy as an obstetric operation may 
be determined by the ultimate results, which involve chiefly the ques- 
tion of the character of the union of the pubic bone and the functional 
results obtained, inasmuch as, the various complications which have 
been reported and are of a permanent nature may be avoided by 
care in the performance of the operation. In my own experience, 
there has always been firm union of the bone, but this is in most 
eases a fibrous union. Radiographs taken at times varying from 
one to twelve years after the operation have shown in most eases 
fibrous union with slight separation of the bony surfaces, while in 
one ease, there was such a perfect bony union that it was searcely 
possible to determine from the radiograph on which side of the sym- 
physis the eut had been made. 

The funetional results were, however, uniformly good whether a 
fibrous or a bony union resulted, the patients being unhampered in 
the performance of their respective duties, which varied from the 
work of a serub woman to the strenuous exercise of the athletic 
woman. 

Probably the most striking advantage of pubiotomy is shown in 
the delivery of the aftercoming head by the use of what has been 
termed the prophylactic saw. When the fetal head is at the 
fundus, as in the ease of a primary breech presentation, and there is 
a moderately contracted pelvis, the obstetrician is in a very dis- 
advantageous position. Pelvic measurements are after all only rela- 
tive, and measurements of the fetal head as it hes in the fundus are 
inaccurate. The real estimation of the possibility of the head pass- 
ing through the brim of the pelvis can only be made when the head 
is presenting and one can determine the relative size of the fetal 
head and bony pelvis. In some eases the obstetrician comes to a 
full realization that the fetal head will not pass through the brim 
only when he has reached the stage of the delivery of the aftercoming 
head. He is then helpless. If, in eases in which there is uncertainty 
in regard to dystocia, the prophylactic saw is passed around the 
pubie bone before the delivery, and simply allowed to lie in place 
without sawing, it is possible to release the fetal head in time to save 
the child if an absolute obstruction is found. If the aftereoming head 
is delivered without difficulty, the fact that the saw has been passed 
is in no way harmful to the patient. The same procedure may apply 
to cases in which the best judgment of the obstetrician tells him that 
he may be able to deliver a child by means of podalie version better 
than by foreeps. If his judgment fails him, and the aftereoming head 
does not enter the pelvis, he will be very glad to have a prophylactic 
saw in place. One more example of the peculiar value of pubiotomy 
is seen in eases of contracted pelvie outlet. If the fetal head has 
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been brought down to the outlet and there has met an obstruction, 
pubiotomy offers the only means of delivering it. 

I have made no attempt at giving an exhaustive description of the 
operation of pubiotomy with which you are all undoubtedly familiar; 
have said nothing of the history or bibliography, nothing of the tech- 
nie, and have not bothered you with case reports, though I might add 
that I have performed pubiotomy operations successfully in all of the 
varieties of cases mentioned. My intention has been merely to em- 
phasize the faet that in certain eases, pubiotomy offers us something 
which no other obstetrie procedure can replace. Let me make it per- 
feetly clear that I do not consider pubiotomy to be an elective pro- 
cedure, but merely an emergency operation, to be applied in those 
‘ases in which the child cannot be saved by other means without 
seriously endangering the life of the mother. I would not even ad- 
voeate a broadening of its field and would especially speak against 
reckless performance of podalie version in cases of contracted pelvis 
under the safeguard of the prophylactic saw. In view of the peculiar 
advantages of pubiotomy, as described, and the favorable results, and 
in spite of the fact that the procedure per se is not especially attrac- 
tive, can we not conclude that it deserves to be given a definite place 
among our valuable obstetric procedures? 
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REPORT OF A CASE OF GENITAL ABNORMALITY AND ACUTE 
APPENDICITIS IN A GIRL OF EIGHT* 
By Hl. Weturnetron Yates, M.D., Derrorr, MicHigan 


N Mareh 31, 1921, through the courtesy of Dr. S. R. Ashe of 
Detroit, IT was asked to see Mildred K., a girl of eight years 
of age, who had been ill for forty-eight hours with an acute 
pain in her abdomen, at first not well localized, but during the course 
of the next forty-eight hours, there were definite signs of an acute 
appendicitis. 
This patient was the third child born of a healthy mother whose 
labor was attended without incident. Three children have since been 
born to the same mother and all are healthy and well. 

The patient’s infaney and early childhood were free of disease 
except measles ‘at four years of age, she was fat and well nourished 
until that time, after which she has been very thin and appar- 
ently poorly nourished. While she eats very heartily of anything 
served, frequently demanding food between meals, she remains phys- 


*Read at the Thirty-fifth Annual Meeting of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, Albany, N. Y., Sept. 19-21, 1922. 


262 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


ically below par. Her bowels are regular and she has no digestive 
disturbances. While she urinates every half hour night and day, the 
urine is negative. She always has a dysuria and has to wait a con- 
siderable time before urination takes place. 

Her mental capacity is that of a normal child of her age. While 
at home, she prefers to sit at the window and watch other children 
at play rather than to take any active part in childish games. 


Fig. 1. 


The patient was transferred to the William Booth Memorial Ilos- 
pital where operation was immediately done. An incision was made 
over MeBurney’s point. When the peritoneum was incised, a consid- 
erable amount of seropurulent discharge was liberated. With the 
index finger in the cavity, the appendix was easily found; brought 
into the wound and dealt with in the usual manner. 

With the examining finger one could detect a partial walling off 
from the area below, making it inadvisable to do any further explora- 
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Fig. 2. 
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Fig. 3. 
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tion in the pelvie cavity to determine the normaley of its contents. 
Accordingly a drainage tube was inserted in the lower angle of the 
wound and the ineision closed from above downward. The drainage 
tube was removed on the sixth day. She made an uneventful recov- 
ery after the first two days of stormy convalescence and was dis- 
charged on the eleventh day with the wound completely closed. 

Incident to these examinations her urogenital deformities were 
observed. The following anomalies were in evidence: 

1. The umbilicus appears about nine em. below its normal location. 
(Fig. 1.) 

2. There was a diastasis of the reeti muscles extending from a line 
drawn transversely from the anterior spines of the ilium downward 
for 7.5 em. and separated at its widest portion 4.5 em. 

5. There is an apparent exstrophy of the bladder, through this 
diastasis up to and immediately beneath the integument. It is in the 
center of this apparently exstrophied part that the umbilicus is seen. 

4+. We were unable to feel any union of the pubic bones—the ramus 
of each side apparently dipping down without fusion. 

5. The external genitals are seen in irregular and undefined folds, 
the clitoris alone appearing most normal. The urethral meatus is 
very small, scarcely admitting a uterine probe, the nvmphae were so 
immature that they could only be distinguished with diffieulty and 
in no sense were a guide to the stream while urinating, so that during 
urination the urine was thrown upward toward the abdomen. 

6. The vagina was entirely wanting, unless perchance it could be 
marked by a slight aperture which admitted the smallest probe for 
about one-half em. Repeated attempts were made to carry the probe 
farther in without suecess. (Fig. 3.) 


The x-ray examination (by Dr. G. C. Chene) made Sept. 15, 1922, showed an 
arrest of development of the pubis and ischium on each side. This is a eondition 
seen in extroversion of the bladder. The anterior part of the pelvie girdle is de- 
ficient, the pubie bones being separated by about three inches. The pubie bones 
and ischii are directed forward instead of toward the mid-line and the obturator 
foramina are small and face laterally. The iliae bones appear flatter than usual 
and face more forward. The pubis and ischium have united properly on their 


respective sides. (Fig. 2.) 


Recalling for the moment the early developmental phenomena con- 
nected with the genital svstem, we find the development of the wolf- 
fian bodies at about the end of the fourth week of embryonie life. 
Just inside of these bodies the elements of the genital glands which 
in the future become the ovaries of the female are seen about the 
sixth week. Coincidentally with the development of the genital 
glands there are seen two duets which extend to the urogenital sinus: 
these are the miillerian ducts, from which is developed the entire 
genital tract to the vaginal introitus. 
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The miillerian ducts are at first solid and when they extend to the 
urogenital sinus they are unfused structures. When the develop- 
ment proceeds normally they run close together in their lower half 
and finally become merged into one structure, the upper part of this 
structure becomes the future uterus and its extension and fusion in 
collaboration with the urogenital sinus forms the vagina. These lat- 
ter changes occur about the ninth and tenth weeks. When these 
tubes fail to reach the urogenital sinus the vagina ends blindly above 
the vestibule; or when their lower segments are stunted, the vagina 
and often the uterus may be entirely wanting. Congenital malfor- 
mations of the vagina such as absent or rudimentary vaginae are 
usually associated with corresponding errors in the development of 
the uterus. While other malformations due to faulty union of the 
miillerian ducts occur, the more common is the uterus bicornis or a 
double uterus and vagina; the latter are not incompatible with preg- 
nancy, labor and the puerperium, often occurring without unusual 
incident; this phenomenon is often not recognized since no external 
evidence is seen. Conception may oceur on either side. We have 
observed one ease of abortion about the sixth week which had a 
complete vaginal septum and a double uterus, excepting that the 
latter also had a septum between two otherwise normal uterine 
cavities. 

Complete vaginal absence is seldom found in any but nonviable 
monstrosities according to Anspach, but the case reported rather 
refutes this statement. Marked vaginal atresia may be the result of 
a vaginitis of gonorrheal origin, but complete congenital atresia is 
associated with anomalies in the development of the miillerian duets 
and under those circumstances is always associated with abnormalities 
of the uterus and adnexa of one side. <A true atresia of the vagina 
must be differentiated from the inflammatory type which is but the 
result of some acute infective agent. 
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THE TRAGEDY OF A SACRAL PERIOSTEAL SARCOMA* 
By Francis Reper, M.D., Sr. Louis, Mo. 


HE etiologic factors of malignancies still remain labyrinthine to 

the great army of research scientists in their indefatigable search 
for a cause, while the therapeutic agencies generally in vogue at the 
present, leave the impress of an alechemistie effort. Wonderfully 
great have been the achievements of the physicists in constructing 
a most powerful x-ray apparatus of high voltage capacity to be 
utilized for the production of the hard x-rays, and equally wonder- 
ful have been the advancements made in the utilization of the highly 
penetrating gamma rays of radium. It has carried many of us into 
the ultraenthusiastie zone, and has caused us to become infected with 
much of the fervor of our inspired colleagues who are visualizing 
marvelous successes with the x- and radium rays. In time we have 
infected our patients with this selfsame enthusiasm, and implanted 
in them a hope for which we must feel responsible. 

I admit that it is a great comfort to be relieved of a patient with 
a malignaney in which surgical measures have failed, and to be able 
to find hopeful recourse in a new branch of medicine whose success 
is proclaimed with convincing earnestness. 

Well be it that access to such encouraging aid is at our disposal, 
for were it not, the spirit of the surgeon and the patient would soon 
be daunted and hope lost. Hope, though the patient’s condition 
presages no encouragement, must not be lost, for this virtue is the 
vitalizing bond which unites the soul to the great and good in every 
age, it is a link whereby our life takes hold upon the eternities to 
come. 

In narrating the elinieal history, course and treatment of this 
particular case, IT am merely portraying to you a elinieal picture, 
which, during the first six months, misled the skill of an able physi- 
eian; a clinieal picture revealing the suffering and courage of the 
patient, and a elinieal picture disclosing the great disappointment 
engendered by the most modern methods of treatment. 

This patient experienced some two months before consulting a rectal specialist 
a heavy, throbbing sensation, with occasional Jancinating pain in the lower part 
of her rectum. Six weeks after the onset of her ‘‘reectal trouble,’’ bowel actions 
were becoming painful. The rectal specialist recognized the condition as ‘‘ Hemor- 
rhoidal’’ and for five months gave assiduous treatment, without relief. 

On May 25, 1921 I saw the patient, a woman forty-five years old, well developed 


and fairly healthy looking, her face, however, giving expression of much suffering. 
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The pains in her rectum had grown more severe, especially at night, and were 
radiating up her back, causing her sleep to be much disturbed. 

Rectal examination conducted in a very gentle manner, and without instruments, 
caused intense pain. Several small internal hemorrhoids were palpable. They 
were, however, too small to cause such suffering. Insinuating my finger to its 
full extent into the rectum, the anterior surface of a mass about as large as a tan- 
serine, globular in shape, could be palpated through the posterior wall of the bowel. 
The location of this mass corresponded to the sacrococeygeal joint. To the sense 
of touch this mass appeared soft, doughy and fixed. The diagnosis of a sarecoma- 
tous growth was made. The likelihood of a cystic tumor (dermoid) was not al- 
together excluded, although any evidence on the skin usually associated with this 
class of tumors was entirely lacking. Sentiment was greatly responsible for enter- 
taining the latter diagnosis. 

The condition was clearly a surgical one and a request for operation was promptly 
accepted. 

On May 27, 1921, with patient in the Bozeman position the tumor mass was ex- 
cised. On account of the character of the lesion extreme measures were resorted to 
in dealing with neighboring tissues. 

The coecyx and a portion of the sacrum corresponding to a line drawn a little 
above the second sacral foramen, were removed. The musculature of the posterior 
wall of the rectum to the extent of 2 to 214 inches was removed down to the sub- 
mucosa. 

In dissecting out the tumor mass, which was globular and as large as a small 
tangerine, no difficulty was encountered. It was readily enucleated. The reddish 
brown color and characteristic substance of the tumor made recognition easy as 
soon as the ‘‘eapsule’’ was incised. In using the word ‘‘capsule’’ in connection 
with this tumor, I am simply stating the gross appearance of the tissues as they 
presented themselves during the dissection. In this particular case the appearance 
as to an encapsulation of the mass was strongly deceptive. 

Pathologists inform us that sarcomata are not encapsulated; that a micro- 
scopical examination of the capsule and of the tissues immediately outside of it 
shows that what appears to be a capsule is the connective tissue around the per- 
iphery of the tumor, which tissue had become condensed by pressure, but which 
holds in its meshes young sarcoma cells, which are also found in a zone of lesser 
or greater width in the adjacent tissues; furthermore, the enucleation of a sarcoma 
is invariably followed by a speedy local recurrence, the best possible proof that 
the ‘capsule’? does not indicate the limits of the tumor, and is in reality a pathologie 
delusion. 

This teaching was keenly appreciated, and the ‘‘capsule,’’ after its interior had 
been subjected to an application of carbolie acid, was excised together with a 
liberal encroachment upon the adjacent tissues. The wound was closed excepting 
at the lower corner where a rubber dam drain was inserted. Healing was by first 
intention and on June 11, 1921, sixteen days after the operation, the patient left 
the hospital free from any pain and feeling well. 

The pathologist’s report of the tumor was alveolar sarcoma. Appreciating the 
virulent character of the neoplasm a ‘‘radium treatment’’ by a most competent 
radiographer was given June 3, 1921, and July 3, 1921. The total time for both 
radiations was 30 hours, 4500 mg. hours, 150 mg. of radium filtered with 145 mm. 
of silver, 1 mm. of brass, 1 mm. of lead and rubber at 2 em. distance, were ad- 
ministered. These radiations were very painful for almost 60 hours after their ap- 
plication, and demanded the administration of an opiate for relief. 

The patient’s improvement was most encouraging. She appeared normal in 
every way, strength returned, she gained in weight, and her face reflected an ex- 
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pression of euphoria. Nevertheless the patient was kept under close surveillanee 
and was subjected monthly to an examination. All went well, when on Oct. 22, an 
examination imparted to the examining finger a sense of thickening. This sense of 
thickening was apparent through the posterior rectal wall and in the vicinity of 
the former site of the neoplasm. The patient was not conscious of the existing 
condition, as she had not experienced any pain. Nothing was said to her. She was 
asked, however, to return in November for further observation. An examination on 
Noy. 25 removed all doubt about a recurrence vaguely entertained at the October 
examination, The thickening at that time too indefinite for a positive interpreta- 
tion, had progressed so that a distinct infiltration of the tissues beyond the rectal 
wall could be readily recognized. Pressure too, now caused pain. 

The patient was informed of the recurrence and before any advice could be of- 
fered, she requested an operation without delay. 

The operation was performed at St. Luke's hospital Nov. 30, 1921, six months 
after the first operation. At the operation which was exceedingly severe, no en- 
eapsulated neoplasm was found. The tissues about the former site of the tumor 
presented a strongly infiltrated appearance. It was very difficult to judge the tis- 
sues during the progress of dissection. The points of limitation in the dissection 
were the tuber ischii. Before closing the wound a eautery at a dull heat was 
applied both to the soft and. osseous tissues. 

The patient reacted well from the operation. Healing progressed without infee- 
tion and the patient was able to leave the hospital January 1, 1922. 

During the patient’s stay in the hospital she was given the treatment by the 
mixed toxins of erysipelas and Bacillus prodigiosus of Coley. The injeetions, given 
irregularly, were governed by the patient’s condition. The reaction, i.e. chill, fever 
and depression following an injection were sometimes very severe,—even in the 
most minute dose (44 minim). An injection of 4 minims given Dee. 18 caused a 
very severe chill, a temperature of 104144° F. following. On Dee. 1, 1921, the 
first injection was given. On Dec. 24, 1921, an injection of 5 minims was given and 
no reaction followed. From that date on the injections were discontinued. 

To give the patient the benefit of the advancement developed by the Coolidge 
tube treatment technic of deep radiation, the area harboring the neoplasm was ex- 
posed to these high voltage tubes from January 25, 1922 to March 14, 1922. The 
number of treatments given were 12, they were administered at an average of twice 
a week. The length of a treatment to the posterior rectal region was 75 to 150 
milliampere minutes (75 milliamperes equal 15 minutes). The tube distance was 
65 em. and a eurrent of 210,000 volts was utilized. An intermission from Feb. 
10, 1922 to Mareh 3, 1922 became imperative. The reactions were very severe. 
Pain was intense and nausea and vomiting frequently distressing. These constitu- 
tional symptoms usually continued for 72 hours and ealled for an opiate for re- 
lief. It was noted that the ‘usual and expected increase in the resistance did not 
occur during the first four treatments. During an examination at patient’s home 
Feb. 22, 1922 there was an apparent change in the affected area. To the touch per 
reetum the tissues felt hard, resistant and possessed of a peculiar elasticity; prior to 
the treatment they imparted a soft and doughy sensation. Although the patient 
was free from pain, slept well, had a good appetite, was gaining in weight, doing 
much of her house work, a suspicion that a dissemination of the pernicious tissue 
cells was active, could not be diseountenaneed. From March 5, 1922, to March 
14, 1922, additional five treatments were administered, two of these treatments being 
anterior rectal. 

The time and voltage of each treatment was the same as the preceding treat- 


ments. Similar reactions, perhaps in some instances more severe on account of the 
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weakened condition of the patient, were experienced as in the first series of deep 
therapy treatment. 

March 3 further irradiation was discontinued in the hope that the patient’s re- 
sistance would become greater and permit further treatments. 

During the course of the deep irradiation treatment at five different times a 
hematoma appeared in the posterior rectal region which caused much pain by pres- 
sure. The hematoma was punetured and the blood which was almost black and 
liquid, showing not the slightest tendency to coagulate, was evacuated. The amount 
usually ranged from 200 to 400 e.e. 

In connection with the high voltage therapy I may state that they were preceded 
by x-ray treatment while the patient was still in the hospital. The current from the 
hospital apparatus however, was only of 125,000 voltage. Four treatments of a half 
hour duration were given daily. 

During the later period of the deep irradiation treatment a noticeable increase 
in the size of the involved area became apparent. A mass at the former site of the 
tumor could be easily outlined with the finger. The general condition of the pa- 
tient began to show the polluted state of the blood. Appetite disappeared and she 
was compelled to take to her bed because of the sharp lancinating pains in her 
hips which radiated down the inner side of her thighs to the knees. Morphine in 
increasing doses and at more frequent intervals had to be administered. 

On April 19 a distressing diarrhea following upon a constipated condition lasting 
six days, greatly weakened the patient. The diarrhea lasted until April 23 (five 
days) and was undoubtedly of toxie origin. 

On April 21 urinary difficulties began to manifest themselves. The tumor had 
¢rown to such a size as to compress the urethra and the bladder. 
became necessary. 


Catheterization 


3y May 2 the tumor had encroached upon the upper portion of the reetum to 
such an extent that a large ealiber rubber tube had to be introduced to allow the 
escape of gas and to drain off the liquid fecal matter. 

Abdominal distention at times became so severe that the advisability of an arti- 
ficial anus was seriously considered. However, as long as the patient could be kept 
from any great suffering by the administration of opiates, this surgical measure was 
kept only in expectancy. 

The amount of morphine up to June 2 required by the patient to assure her com- 
fort was from 8 to 10 grains in 24 hours. There were, however, nights when the 
pain in her hips and extremities was so severe that 2 grains of morphine hourly 
for six to eight hours beeame necessary. 

On June 27 the tumor had attained a size that caused it to protrude through 
the vagina, giving the appearance of a child’s head partially born. 
edematous. The rectal mucosa extended. 


The labia were 
Through the abdominal wall the mass 
_ could be outlined immediately below the umbilicus. 

The elinieal picture became one of abjection. Nausea, vomiting, colicky pains, 
neuralgie pains in the legs, genitalia and lumbar region racked the patient’s totter- 
ing structure, which required large and frequent doses of morphine to benumb its 
sensibilities. 

A ghastly cachexia had supplanted this patient’s fair complexion and showed 
in affrightened contrast to the clearness of her intellect. 

On July 4 great difficulty in passing the catheter was experienced. This was 
caused by the increasing growth of the tumor. To overcome any further difficulty 
T introduced my hand into the reetum and forcibly ruptured the structures con- 
fining the sarcomatous mass, thereby liberating a large quantity of liver colored 
substance. The evacuation of this mass gave the patient great relief. She fell into 
a sleep from which she was awakened by an attack of vomiting. The following 
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two days the patient’s condition grew rapidly worse. It was clearly evident that 
some of Nature’s defenses about the malignant growth had been destroyed. The 
temperature which usually ranged from 99.4 to 100.2 began to register 104.5 and 
105, the pulse rate increased from 100 to 120 and 130, and the long looked for re- 
lief was in sight. 

On July 7 at 4 A.M. the patient asked the nurse to turn her on her right side. 
While being turned she was suddenly seized with a sharp pain in the left side of 
her chest and expired. 


COMMENT 


Appreciating that a deep seated cancerous growth is a most 
dreaded malady, hopes were entertained in this case, though not 
seriously as far as a eure could be expected, that some favorable 
impress might be made upon the malignant lesion which would result 
beneficently to the patient. 

These hopes were engendered by the great advancement made by 
physicists in the development of more powerful x-ray generating ap- 
paratus and a corresponding improvement in the therapy technic both 
with the roentgen ray and radium. 

Furthermore, confidence was heightened by reports of a rather ex- 
tensive series of successful results from large clinics. In this par- 
ticular case when both radium therapy and the intensive deep roentgen 
therapy were carried out intelligently and assiduously by skilled mem- 
bers of the profession, this patient’s life was destroyed within the 
allotted time given to these cancers even before the advent of radium 
or the x-ray. Neither can it be said that the suffering of the patient 
was palliated by these treatments, as was evident by the more fre- 
quent and increased doses of morphine demanded for relief. 

What in the face of such an experience can be the cogitation of 
one who has given credence to much that has been said regarding 
some of the wonderful results in eancer lesions of radium and x-ray 
therapy ? 

There is only one deduction, that radium therapy and roentgen ray 
therapy are at present exciting an unwarranted enthusiasm in the 
treatment of deep-seated eancerous growths, and that the value of 
this treatment in the light of our present knowledge of cancer is 
being overestimated. 


UNIVERSITY CLUB BUILDING. (For discussion, see p. 304. 


REPORT OF A CASE OF TOXEMIA OF PREGNANCY, WITH 
ACUTE YELLOW ATROPHY OF THE LIVER* 
3y Frank R. Oastiuer, M.D., anp Harry G. M.D., 
New York City 
From the Gynecological Service and Puthological Laboratory, Lenox ITill Hospital.) 
M RS. C. B., age twenty-nine, admitted to Lenox Hill Hospital December 12, 1921. 


No history of jaundice or liver disturbance. One child born nine years ago, 
without incident. Misecarriages: the first occurred 10 years ago following the lifting 


if a heavy weight. Fetus of about seven weeks expelled. No curettage. No compli- 
cations. The second occurred about six years ago, same cause. About four months’ 
vestation. Expelled everything but placenta and was curetted. No complications. 
The third in February, 1921, same cause, four months pregnant, curetted in this hos- 
pital. Urine negative. Wassermann negative. No complications. Following curet- 
tage for second misearriage, patient never menstruated regularly, only a drop or two 
ot blood at intervals. 

Menstruation began at thirteen years, regular, every twenty-eight days. Dura- 
tion two to four days. Moderate flow. Menstrual cramps before and after men- 
struation. For the past six years periods irregular, very scanty and associated with 
severe cramps in both lower quadrants. 

On admission patient complained of persistent vomiting, severe headaches, and 
dizziness of two weeks’ duration and pain in lower abdomen, (left side), of one 
day’s duratior. For the past six weeks she had noticed that her feet were swollen 
and she felt generally miserable. The pain in the lower abdomen came on acutely 
while the patient was at rest and radiated to the back and left iliae region. At the 
onset the patient felt dizzy and fainted. She was carried to bed, became extremely 
thirsty and restless and had very little sleep that night. The next morning, ten 
hours prior to admission, she began to bleed from the vagina, had air hunger and 
extreme thirst. She had not menstruated for seven months. 


On admission to the hospital patient’s general condition was very bad. She was 
cyanotic, gasping for breath, dry furred tongue and violent headache. Tempera- 
ture 105° F., pulse 120, of poor quality, respirations 28. There was no jaundice. 
General physical examination of heart and lungs was negative. Abdominal examina- 
tion revealed considerable general soft distention with marked tenderness in left 
lower quadrant. Pelvic examination revealed purplish hue to external genitals; mod- 
erate bleeding from the vagina; the uterus was enlarged somewhat and soft; cervix, 
bilateral laceration and soft; cervical tug illicited sharp pain in region of left 
broad ligament. No masses were felt in the regions of the adnexa but the left 
side was extremely tender. Blood count showed white cells 28,000, polys 80 per 
cent, hemoglobin 70 per cent. Blood pressure 105/70. There was a large sub- 
cutaneous hemorrhage on the right thigh. 


In view of the history of sudden onset of pain in the lower abdomen with disten- 
tion and rigidity, air hunger, cyanosis and extreme thirst and the presence of 
marked tenderness in the L. L. Q. the tentative diagnosis of ruptured ectopic ges- 
tation was made and a laparotomy was immediately performed by my associate. 
The uterus was found to be enlarged and the tubes and ovaries perfectly normal. 

*Read at a meeting of the New York Obstetrical Society, December 12, 1922. 
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There was nothing in the abdomen to account for the localized tenderness and dis- 
tention. The abdomen was quickly closed. Gas and oxygen anesthesia. 

Next day, October 13, 1921, the patient developed a very marked jaundice over 
the entire body. Her temperature was 101144°, pulse impereeptible and she re- 
mained in a state of delirium which had set in immediately after the operation. 
Clinically her condition was more critical than the day previous and the diagnosis of 
toxemia of pregnancy was made. The prognosis was very grave. Blood pressure 
105/70. 

The attending gynecologist who had seen the patient for the first time advised 
that the uterus be emptied immediately. 

Patient was put under gas and oxygen. Cervix dilated and the uterus emptied. 
Following this the uterus was irrigated with salt solution. The pathologie report 
confirmed the diagnosis of pregnancy. 

Chemical examination of the blood on that day showed urea 50 mg., urie acid 3.5 
mg., creatinin 2.05 mg., sugar 144 mg., combining power blood plasma 40° vol, 
CO,. Teterus index 187 

Patient was unable to void and had to be catheterized; 125 ce.c. of dark reddish 
urine was obtained which upon examination proved to contain blood and many 
epithelial cells, many hyaline and granular casts and positive bile test. 

Careful examination of the eve grounds failed to reveal any pathologie econdi- 
tion in the fundi of the eyes. The jaundice worse. Urine passed 1200 ¢.c. Tem- 
perature 98° to 1001%°, pulse 110. 

On the next day the patient was feeling much hetter. Jaundice was less marked 
and the patient was passing more urine and this was much less colored than previous 
specimens. The temperature was 1001%4°, pulse 100. Patient complained of salty 
tuste in mouth. No vomiting. Passed 1300 ¢.c. of urine. Slept at intervals. 

Clinically there was evidence of improvement but from the laboratory findings 
the case was far from showing any signs of improvement. There had oceurred since 
the last examination an inerease of all the chemical elements of the blood. Of 
particular importance as far as the outlook of the ease was coneerned was the in- 
crease of the creatinin content. There were only two findings in this examination 
which suggested the possibility of improvement. (1) The inerease of combining 
power blood plasma from 40 vol. to 50 vol., showing that the degree of acidosis 
associated with this condition indicated improvement. (2) The deerease of the 
icterus index from 187 to 100. 

Urine examination was practically the same as on the previous examination. 
Amount passed 1300 e.c. 

On October 16 the patient’s general condition was about the same. The tem- 
perature had dropped to 100 but alternate delirium and coma were still present. 
The patient complained of considerable pain over the liver region and showed marked 
tenderness to palpation over this area. It was noted on the history chart that the 
inundice was slightly more marked. 

On October 18 the patient’s condition as far as one eould determine clinically, 
Was improved. Patient was more rational and her temperature had remained low, 
9844° to 100° F, pulse 120, no evanosis. The pain and tenderness over the liver 
region which was noticed previously had diminished somewhat and the patient began 
to take some nourishment and get some sleep. Examination of the blood showed 
aun increase in the amount of retention. A eareful examination of the urine re- 
vealed the presence of leucin and tyrosin. This, together with the presence of pain 
and tenderness in the right hypochondrium, vomiting, delirium, drowsiness, jaundice 
and the marked retention revealed by the blood examination, made us feel eertain 
that we were dealing with a ease of toxemia of pregnancy, in which the amount of 


liver destruction was very extensive and the condition was primarily one of liver 
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toxemia. The extreme rarity with which recovery takes place in this condition and 
the fact that our patient eventually recovered and is still alive makes it still more 
difficult for us to establish definitely the underlying pathology in this ease. 

The further progress of the case is very interesting. 

On October 21 the blood chemistry showed that both the urea nitrogen and the 
urie acid retention were greater than upon the previous examination. 
value, however, had dropped from 8.25 mg. per 100 ¢.c. of blood to 2.5 mg., which 
The icterus index on this examina- 
The interpretation of this marked decrease in the ereatinin content 


The creatinin 
may be considered as an almost normal value. 
tion was 62. 
of the blood without a corresponding decrease in the other constituents is of ex- 
treme interest and importance. It was at this point in the course of the disease 
that the laboratory findings gave evidence of a hopeful prognosis while clinically 


the outlook, though improvement was apparent, nevertheless was very much in 
doubt. 


The general treatment consisted in the administration of large doses of alkalies 
by mouth and by reetum, rectal irrigations, glucose solution by Murphy drip and 
general sustaining medication and sedatives. When the patient was able to swallow, 
water was pushed to the limit. By November 7, 25 days following the operation 
for the removal of the fetus the patient was up, though the jaundice had not en- 
tirely disappeared. Temperature and pulse were normal and the urine still con- 
tained albumin 2 plus, but no casts, with total amount of urine 1950 ¢.c. for 24 
hours. The blood chemistry was normal. 


The case presented brings out rather forcibly the value of correlat- 
ing clinical findings with those of the laboratory. It demonstrates 
clearly how modern laboratory methods, if used wisely, in such con- 
ditions as these, will aid both in diagnosis and prognosis. 

We were indeed fortunate here to be able to follow the various 
changes in the chemistry of the blood during the course of so marked 
a toxemia, and while we fully realize that our analyses are perhaps 
not as extensive or as complete as might be wished for, it must be 
remembered that at the time this work was done we had but one aim 
and that was to obtain as much data as possible to aid us in the man- 
agement of the condition without subjecting the patient (who was 
very sick) to any unnecessary manipulations. 


METHODS USED 


In the blood the urea nitrogen, urie acid creatinin, sugar content, 
icterus index, and CO, combining power of the blood plasma, were 
determined at each examination. For the urea nitrogen, the method 
deseribed by Van Slyke and Cullen was employed. For the creatinin 
and blood sugar, we used the Meyers modification of the Folin method. 
The CO, combining power of the blood plasma was determined by 
the Van Slyke method, and the urie acid by the old Benedict method. 
To determine the amount of icterus present, we were rather fortunate 
in being able to make use of a method that was recently devised by 
our laboratory. The urine was examined from time to time to deter- 
mine the presence of bile, albumin, casts, leucin and tyrosin. 
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TABLE I 


BLOOD CHEMISTRY AND URINE CHART 


pate | AC. |CREAT. comBINING URINE 
| N. MG. PER IND. POWER CONDITION 
100 c.c. 
10/13 | 50 3.3 | 2.05 .144 187 40 vol bile - blood - alb. Very grave 
easts W. B. C. 
10/15 100 6.2 5.6 120 100 50 same Condition im- 
proved 
10/18 | 83 7% $25" 144 < 49 same also leue. Condition im- 
and tyr. proved 
10/21 | 96 $3 | 35 126 62 59 same Condition im 
proved though 
leuein and tyro- still serious 
10/25 | 43.5 | 60 | 1385 .110 31 63 sin Marked im- 
| provement 
10/31 | 12 | iS 1.00 .100 23 «69 alb. easts, ete. Condition im- 
proved 
Normal) 12-15 | 1-2.5| .5-2 .08-.12 3-6 53-77 


The laboratory findings here presented show strikingly that at the 
onset there was a retention of all the nitrogenous products. The most 
marked was that of the urea, then the urie acid, and finally the cre- 
atinin. In other words the urea which is the least soluble of all 
three began to show its increase in the blood first, while the creatinin 
which is the most soluble was the last to inerease. It is really upon 
the creatinin that great stress should be laid as far as prognosis is 
coneerned in any given ease. In echronie nephritis for instance the 
occurrence of a high ereatinin content almost invariably means a 
fatal outcome. In acute conditions of the type we are dealing with 
here, and also those encountered in the intoxications with bichloride 
of mercury, phosphorus, chloroform or uranium salts, a high creatinin 
content, while pointing to a dubious outcome, is not always fatal. In 
our ease the sudden drop in the blood ecreatinin, in spite of the per- 
sistence of a high urea nitrogen and uri¢ acid, was the important find- 
ing which pointed to a favorable outcome. One must remember also 
that urea, urie acid and ereatinin in themselves are nontoxic. Their 
presence in the blood in increased amounts, indicates the presence of 
their more toxie antecedents. 

The careful studies of Ahderhalden have revealed that the blood 
of every pregnant female animal contains enzymes which have a 
specific proteolytic action and so the possibility exists that abnormal 
or excessive products of such proteolysis or a lack of adequate defen. 
sive digestive action may be responsible for the toxemia of preg- 
naney. The toxins that are usually liberated in such conditions act 
in a harmful way upon the liver and kidney, impairing their fune- 
tions of detoxication and elimination and in this way lead to the 
production of a vicious eyele. When their poisons effect the liver 
more and the other tissues less we approach the condition of acute 
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vellow atrophy, e.g., if the amount of toxin is not so great as to kill 
the patient through injury to the vital organs, after a few days, the 
necrosed liver cells undergo autolysis and if enough have been de- 
stroved hepatic insufficiency may cause death. Hence it is possible 
for any poisons to produce this condition under certain circumstances, 
whether they are the poisons of the toxemias of pregnancy, the metal- 
lie poisons, acute syphilis or any of the others. TLosee and Van 
Slyke.t in their study of ten cases of eclampsia arrive at the con- 
elusion that ‘‘toxemias of pregnancy can neither be attributed to 
failure of deaminization of the amino acids nor to the moderate degree 
of acidosis present.’’ They also state that they have been unable to 
determine the nature of the toxins in such cases. In their series the 
highest urea nitrogen figures approximated about 26 mg. and their 
lowest about 10 mg. Sherwin and Killian? attempt to differentiate 
between normal pregnaney, chronie nephritis, nephritie toxemias and 
hepatic toxemias by the blood chemistry reporting in hepatie toxemia a 
high nonprotein nitrogen with low urea nitrogen and high urie acid val- 
ues. ©. A. Herter® reports his findings in six eases of eclampsia and 
states that he failed to find any inerease in the pereentage of the urea. 
In a subsequent paper,* he concluded that in cases of eclampsia without 
ehronie nephritis the percentage of urea in the blood was almost 
normal or slightly inereased in amount. When chronic nephritis 
existed, the urea was apt to be high, and when this was the ease a 
fatal outeome was to be expected. 

Farr and Williams’ report a series of cases which are divided into 
two groups, A and B. The former consists of seven cases of normal 
pregnaney where the urea nitrogen figure ranged approximately be- 
tween 7 to 15 mg. per 100 ¢.c. The second group consisted of three 
eases with renal insufficiency where the urea nitrogen ranged some- 
what higher between 11 to 30 mg. per 100 ¢.c. They also state that 
Dienst now accepts the view that eclampsia and acute yellow atrophy 
are due to the same general causes, the chief of which is the failure of 
the metabolie functions of the liver. Ewing and Wolfe,® noting the 
anatomieal changes in the liver and the fact that leucin and tyrosin 
have been reported in eclamptie urines, suggested that the amino-acids 
were incompletely eatabolized in the degenerated liver and were the 
eause of the toxemia and abnormal nitrogen distribution. 

As a measure of the acidosis present in our ease we have deter- 
mined the percentage volume of CO, bound in the form of the bicar- 
bonate by the blood plasma.? This pointed definitely to a marked 


1Am. Jour. Med. Sc., 1917, cliii, 94. 

JourNaL Gynec. AND Oprst., ii, No. 1, July, 1! 

3Montreal Med. Jour., 1898, xxvii, 321. 

4Tohns Hopkins Hospital Report, 1900, ix, 69. 

Jour. Med. Sc., 1914, ecxlvii, 556. 

®Am. Jour. Obst., 1906, Iv, 289. 

™Van Slyke, D. D.: Proc. Soc, Exper. Biol. and Med., April 
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acidosis from the beginning and was the earliest to show a definite 
improvement in our case. In this connection it must also be remem- 
bered that Hasselbach and Gammeltoft® state that even in normal preg- 
naney a slight degree of acidosis is present as indicated by the carbon 
dioxide content of the alveolar air. 

Another important finding in our case which requires mention is 
the presence of leucin and tyrosin in the urine. The finding of these 
constituents in the urine in a ease with marked jaundice, vomiting 
and pain in the right hypochondriae region, have long been regarded 
as pathognomonie of acute yellow atrophy. The condition was first 
fully deseribed by Frerichs. An interesting exception, however, has 
heen reported by W. G. Smith® who found great quantities of leuein 
in the urine of a young woman who was apparently not at all ill. 
Rosenbloom'® found tyrosin crystals in the urine of a healthy preg- 
nant woman and cites cases of tyrosinuria without hepatie atrophy. 
Reiss'! states that they are nearly constantly present in aeute vellow 
atrophy (in thirteen out of fourteen studied), tyrosin usually being 
the more abundant. The earliest conception of the souree of the 
leucin and tyrosin found in the urine was that it came from the 
products of tryptie digestion absorbed from the intestinal tract, which 
the liver could not convert into urea beeause of its damaged con- 
dition. On the demonstration by Jacoby’? that these same bodies 
were present in the livers of phosphorus poisoned animals beeause of 
autolysis, it beeame probable that the leuein and tyrosin found in 
the urine were formed from the degenerated liver cells rather than 
in the intestines, which view has become generally accepted. It seems 
most probable. however, that the urinary amino-acids are derived 
partly and perhaps chiefly from the autolysis of the liver and partly 
from the amino-acids produced both in the intestines and within the 
body during tissue metabolism. The liver in its damaged condition 
is unable to transform these into urea, as it normally does, for sev- 
eral observers have reported that even relatively slight disturbanees 
oT hepatie funetion are accompanied by a considerable rise in the 
amino-acids in the urine. 


In eoneludinge we wish to state that this case is one of extreme 


interest: (1) Beeause we were fortunate in being able to study the 
chemical changes in the blood and urine throughout the course of 
so marked a toxemia. (2) Because the case presented many of the 


élinteal and laboratory findings of aeute vellow atrophy, with re- 
eovery. (3) To show the benefit of laboratory work as an aid to 


diagnosis and prognosis. 
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FOCAL INFECTIONS AND THEDTR CLINICAL RELATIONS TO 
METASTASES IN THE FEMALE GENITALIA 
By A. Betcuam Keyes, M.D., F.A.C.S., 


N° one can approach this subject without apprehension, yet in a 
day when, with everyone suffering from rheumatism or lumbago, 
our first thought is, as to the possibility of focal infection origin, the 
question of a primary foeal infection also leading to a secondary 
metastatic infection of the female genitalia (nonpuerperal or puer- 
peral) is certainly deserving of serious consideration. 

Until now, to speak of, or in any way suggest the possibility of, 
especially the puerperal genitalia infection except ‘‘by contact,’’ has 
been considered rank ¢linical sedition and a loop-hole for an excuse. 
The ‘talmost’*> complete elimination of puerperal fever (in term. la- 
bors) by a striet adherenee to modern asepsis and antisepsis, partly 
confirms this opinion. Yet to consider all and every infeetion of the 
female genitalia in (a) the nonpregnant as well as (b) the pregnant 
and (¢) the puerperal, to be so undeniably of local ‘‘contact origin”’ 
as to preclude all conservative and sane consideration of there being 
occasional cases that are of metastatic origin, is wrong. 

One is so often confronted with secondary floating metastatie spon- 
taneous infections in the epiphyseal ends of long, growing bones of 
childhood and youth and in the organs, glands and parietes after 
traumata in adults and indeed oceasional descending infections in 
the nongravid female genitalia itself, that it is quite permissible to 
consider the occasional possibility of metastases to the ‘‘puerperal’’ 
endometrie locus minoris resistentiae, 

Before we discuss the unusual we should agree on the more usual 
types and sites of the female genital infections. The usual ascending 
female genitalia infections are: 

(1) Aseending (intaet mucosa) contact infection: 

(a) Noeggerath’s (theory) eatarrh from contact 
with the ‘‘latent’’ gonorrhea infected male. 

(b) Gonorrhea. 

(ec) Gonorrhea-mixed (gonocoecus and pus). 


The ‘‘healthy”’? acid vaginal mueus, except when neutralized by 
the alkalinity of the blood, e.g., menses, polypus, fibroid, ete., is gen- 
erally conceded to be too acid-antiseptic to allow ordinary pus micro- 
organisms alone to live for more than 6 to 24 hours in the vagina. 
In the presence, however, of the soil prepared by Neisser’s micro- 
organism, both pus and tuberculous microorganisms flourish. 
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(2) Ascending (wound surface) contact infections: 
(a) Postoperative wound surface pus infections, 
e.g., after curettage. 
(b) Postabortion or post-term labor, wound sur- 
face pus infection. 


The so-called puerperal infections are (a) ordinary staphylococcus, 
streptococcus, ete., (b) occasionally Neisserian alone or (¢) both. 

The longer our experience the more prone we become to feel the 
occult influence in even puerperal infections (especially after abor- 
tion) in which the history may throw no light of a previous gono- 
coccus or mixed infection. 

(d) In puerperal cases at term we have a wound surface which 
extends from the perineum to the whole endometrium via which in- 
fection can ascend by continuity from the lowest abrasion or tear, as 
well as by direct examination-contact. 


THE SITES OF THE USUAL ASCENDING GENITALIA INFECTIONS 


(1) The ‘‘intact mucosa’’ nongravid Neisserian infections are first 
endocervicitis (later secondary vaginitis), endometritis, catarrhal 
endosalpingitis, oophoritis, and peritonitis in turn by continuity. 

While gonorrhea probably results usually in a light catarrhal con- 
dition of the tubal mucosa, yet only 6 per cent of gonorrhea cases 
have true pus tubes, usually with a history of gonorrhea and pus, 
i.e., mixed infection; most often following an abortion or in the non- 
eravid spontaneously as the result of the careless injection, gonorrhea 
treatment of the male, by which the man becomes mixed infected ; and 
mixed infects the woman. 

(2) The puerperal wound ascending, contact infections are various 
in distribution or combination of distributions, i.e., the terminology 
puerperal fever is an omnibus term ineluding: 

(a) Simple saprophytie sapremia usually purely due to the reten- 
tion of secundines; proved by prompt subsidence of fever on re- 
moval. 

(b) True continuity puerperal endometritis gradually invades su- 
perficially as above, excepting that probably usually only those tubes 
changed by a previous gonorrheal eatarrh, became true pus tubes 
and lead to invasion of the ovary and peritoneum. According to the 
writer’s experience women who have never had gonorrhea pass 
through the severest puerperal sepsis oftentimes and still bear many 
children. 

(ce) Contiguity puerperal infection from the endocervix or endome- 
trium may develop deep via the lymph spaces in the cervix or 
metrium and parametrium. 

The looser parametrium after abortion and especially after term 
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labor, is frequently invaded by infection with the formation of para- 
metrie phlegmon. 

(d) Puerperal endothrombophlebitis (especially at the placental 
site) with possible phlegmasia alba dolens, pulmonary embolism, sim- 
ple infarct. or even sudden death or lung abscess or empyema. In one 
woman with many decayed teeth, milk leg followed spontaneous term 
labor in which none but reetal examinations had been made by the 
writer. 

(e) True puerperal septicopyemia. 

(f) Any combination of the above. 


DESCENDING FEMALE GENITALIA INFECTION 


Until we have more data on this subject we are forced to theorize 
as to modes of metastasis, yet our experiences with other infections 
make it very possible to imagine metastases as a cause of female 
genitalia infection. 

(a) Descending continuity nongravid female genitalia infections oc- 
easionally are met with, e.g.. colon bacilli pus tubes. 

The infection in these cases probably gained access first to the peri- 
toneal surface a co-existing or previous cholecystitis, enteritis, ap- 
pendicitis or eolitis. 

The migration to the tubes and ovaries or both is possibly via the 
so-called Menge’s peritoneal wave, normally supposed to guide the 
ovum to the tubes. 

In descending pus tubes as in the ascending the changes from a 
previous gonorrhea very probably renders the tube more liable to de- 
seending infection. 

The ovulations atrium also invites the lodgement of infection in the 
ovary undoubtedly to a certain degree. 

(hb) Adhesions, e.g.. between appendix or intestines and any part 
of the genitalia are common. The inflammations that incite adhesion 
formation may he primarily intestinal, or primarily salpingitie, or 
the primarily changed surface of a torsioned ovarian tumor, with see- 
ondary infection from the intestine. 

(ec) Descending continuity puerperal infection when the whole of 
the endometrium is a wound surface (a locus minoris resistentiae) de- 
serves according to the foregoing, consideration as a possibility especially 
via the tubes if they have the before-mentioned increased ‘‘gonorrheal 
vulnerability’ to invite descending infection. Dr. Richard Bartlett Ole- 
son and Dr. MeGrew when internes in Cook County Hospital, had a 
primipara unexpectedly fall in precipitate labor. No vaginal exami- 
nations were made so far as known. The patient had been in hospital 
over two months. A lethal puerperal peritonitis developed. The 
autopsy revealed a ruptured pus tube and the abdomen full of pus 
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The uterus was still normal and free from implication, macro- 
seopically. 

Maximillian Herzog (the pathologist) in a lethal case of puerperal 
infection in a young primipara, could find only colon bacilli in the 
cultures from the uterus. There had been no vaginal examinations, 
the labor was precipitate. The obstetrician was a man of the best 
skill and highest integrity. 

(d) Descending puerperal infection to the paratissues. 

This paratissue is one loose connective tissue extending from the 
loose paranephrium posteriorly around the kidney down to the para- 
proctium and upwards and forwards as the parametrium and an- 
teriorly as the paracystium and cavum of Retzius to the preperitoneum. 

To speak of metastases from above downward via the paratissues is 
somewhat paradoxical as (a) metastases by the lymph and venous 
blood vessels in these tissues oceur upwards; yet (b) by gravity and 
size, pus may ‘‘sink’’ downwards in this loose tissue and the infection 
often is erroneously attributed to the organ nearest the place of 
pointing. 

Any retroperitoneal infection from a retroperitoneal appendix or 
retroperitoneal intestines, (ascending colon or rectum) from colon 
bacilli or swallowed pus gaining access to the paratissues and becom- 
ing large in size (phlegmon) may easily travel (sink) downwards in 
the paratissues (especially if subacute or chronic) to the parametrium 
and be diagnosed as primary parametritis and during the puerperium 
be naturally considered of puerperal origin. 

The writer has seen paratissue phlegmon follow a hemorrhoid oper- 
ation and also the pointing on the anterior surface of the upper third 
of thigh of a primary paraappendiceal abscess in a patient aged 
forty-two. Gas generating colon bacilli are very prone to dissect 
widely. 

The literature no doubt contains many reports of supposedly para- 
metritie abscesses that were probably primarily paranephritic, para- 
appendiceal or paraproctial in origin. 

In passing it is also of interest to recall that the early idea of puer- 
peral parametritis was that it was a (sinking) Pott’s disease, and 
women were almost frightened out of childbearing, because of this 
supposedly common pregnancy-accompanying, vertebral, tuberculous 
danger in the preantiseptie days, till Dunean and Virchow gave the 
true puerperal etiology of primary puerperal parametritis from 
‘‘eontiguity puerperal infection’? via the endocervical lymphatics 
which pass directly through the cervix or in term eases the tears 
of the cervix may open directly into these paraspaces. 

(e) Descending lymphatic and blood vessel metastatie infections to 
the puerperal genitalia are undoubtedly as possible as to any other 
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place of lessened resistance, even if clinically considered rare. Sur- 
geons of experience well know that as the glands are the filter for the 
lymphaties; so the lungs are the filter for (both descending as well 
as ascending) venous infections. Arteries are not feared so much 
in these days of asepsis but we are in deadly fear of infection of 
veins, thrombosis and either pulmonary or transpulmonary embolism 
of distant organs. 


Primary lymphatie descent of ‘‘focal’’ infections can easily occur 
via the lymph glands to the subclavian veins, then through the right 
heart to the lungs and pulmonary infarct, ete., or through the lungs 
to the left heart and systemic infaret of any distant organ. The 
finer the lymphatic metastases are, the more prone theoretically are 
they to pass through the pulmonary filter. 

In the teeth as in the unyielding bone in osteomyelitis, the infection 
may, as it were, be forced into the veins, causing thrombosis, with the 
possibility of embolism. 


The lung symptoms from such emboli, e.g., lung infaret, or abscess, 
with pleurisy or empyema if during the puerperium may easily be 
erroneously considered as secondary to the pelvie condition and their 
**foeal origin’’ be overlooked. 


Lastly, free bacteriemia with metastasis in the puerperal endometrium 
wound surface is a possible occurrence secondary to focal infections. 

That so large a puerperal wound surface under proper antiseptic 
precautions of delivery usually runs a normal course, is probably due 
to the greater resistance to infection by antibodies in the whole body 
generally and especially so in the puerperal (uterus) wounds and 
looser puerperal parametrium and adnexae after term labor. The 
uterine contractions at a healthy maximum, present an endometric 
surface that is relatively bloodless, superficially. 

This peculiar increased resistance of the physiologie wound surface 
of the term uterus is demonstrated by the often milder course and 
superficiality noted in some very virulent streptococcus endometric 
infections after term labor compared to like infections after abortion, 
which latter notwithstanding our improved technie still are a source 
of great anxiety even in the absence of criminal induction or contact 
examinations. 

That a local difference in resistance in different parts of the body 
does occur, is also often evidenced clinically in other parts of the 
body by, e.g., an infection extending from the hand to the elbow for 
three months without invading any other portion of limbs or body 
that was completely healed in one week after the injection of vaccines. 

That certain normal tissues also differ in resistance to infection is 
evidenced by the very infrequeney of metastatic abscess in adult bone 
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via the blood stream, both when intact and also in eases of a point of 
lessened resistance, e.g., in simple fractures. 

The deduction is that the female genitalia, despite the fact of their 
apparently easy accessibility to focal infection metastases are but rarely 
implicated ‘‘descendingly,’’ either in the nonpregnant and but very 
rarely after term labor, when pus from suppurating teeth, tonsils, ete., 
would have the best chance to undergo metastases to the places of 
(theoretical) lesser resistance via the looser puerperal paratissues or 
by the peritoneal fallopian tube (Menge’s wave) route to the endo- 
metric puerperal wound surface or as floating bacteria by the blood 
route. Yet the possibility in rare instances must be admitted. The 
placing of all of the responsibility for puerperal sepsis at the door of 
the attending physician is undoubtedly as unjust as it would be to 
place none. Because a woman is pregnant or in labor or in the puer- 
periuni, it does not necessarily exempt her from all the forms of meta- 
statie sepsis to whieh flesh is heir. 

Lastly, in the occasional nonpregnant infected case in which neither 
history nor proof of a previous ascending gonorrheal infection, nor 
the history of a recent abortion can be obtained, it would appear as 
though we occasionally had an atypie metastatic infection, e.g., ova- 
rian abseess from floating bacteria or descending infection by one of 
the routes mentioned above. 

The proof of puerperal infection of foeal origin would be in finding 
the same kind of pus in, e.g., the teeth and the pelvie infection and 
then proving it to be positively a descending and positively not an 
ascending infeetion, which latter could, however, easily oceur by the con- 
tamination of the patient’s fingers from the mouth to the vagina. 

Despite the deductions which speak for the rarity of the foeal infee- 
tion causing puerperal infection, examination and if necessary, treat- 
ment of the head mucosa and bronchi should precede every operation, 
and also be done in early pregnaney, as should especially the teeth be 
eared for by a reputable, conservative dentist, as pus anywhere in 
the body of a pregnant woman is a menace to the kidneys even if not 
generally from a puerperal wound standpoint. 


1421 PEoPLES GAS BUILDING. 


A NEW MEASUREMENT AS AN AID IN DIAGNOSIS OF 
RACHITIC AND GENERALLY CONTRACTED PELVES 


By Water E. M.D., F.A.C.S., anp Russet W. M.D., 
Detroit, Micu. 


N THE prenatal clinie of the Detroit Department of Health the 

attendance is almost equally divided between whites and negroes, 
and every pelvis is measured, as a routine, both externally and in- 
ternally. 

While engaged in measuring these negro pelves, a marked discrep- 
aney was noticed between the external measurements and what one 
would expect to find on internal examination. According to the 
standards set for external diameters in obstetrical textbooks, one 
would conclude that very many negro pelves were markedly con- 
tracted if measured only externally. On internal examination and 
mensuration of these same pelves, however, one usually finds an unex- 
peectedly roomy canal. This fact has previously been observed by T. 
I’. Riggs, who made it the subject of an original paper. 

With the purpose of determining the exact differences between the 
negro and white pelves, we began to measure every negro pelvis in 
every diameter which could be accurately measured, and which we 
considered of value. 

While preparing for the beginning of this work and compiling the 
available measurements in the living, it was found that Breus and 
Kolisko? gave the height of the pelvis (Héhe der Seitenbeeckenknochen) 
in their studies of pelves, and it occurred to us that while the studies 
of Breus and Kolisko referred particularly to dry pelves, this meas- 
urement should be determined fairly aécurately in the living although 
we have not been able to find any reference to it despite a fairly com- 
prehensive search of the literature on the subject. 

We determined to use this measurement and the ease with which 
we were able to ealeulate it has seemingly justified its use. Also, the 
information gained thereby seems to us to be of no little importanee. 

The method of determining this measurement is very simple, requir- 
ing only the use of an ordinary pelvimeter. The patient is placed on 
either side, preferably the right, in the exaggerated Sims position. The 
left leg is flexed about 120° with the body, and the patient instructed 
to relax all of the muscles of the leg. The tuberum isechii is then 
easily palpable and the one point of the pelvimeter is placed firmly 
upon it, being held by the left hand of the operator. The fingers of 
the right hand then seek the highest point of the crest of the ilium 
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which furnishes the other point for the measurement. The tips of the 
pelvimeter are then depressed to bring them as closely as possible to 
the bony landmarks, and the reading taken. One centimeter is de- 
ducted from this reading to allow for the thickness of overlying tissue. 

Up to the present time we have measured 240 pelves, 200 of which 
we have determined to be normal. These cases have not been selected, 
but represent all patients attending the clinic, who, as nearly as could 
be determined, were full-blooded negroes, and we have disregarded 
only such patients as were too obese to be very accurately measured. 

In the course of these measurements we have found that, in certain 
types of contracted pelves, this measurement is very materially short- 
ened, in fact, to such a degree as to be almost diagnostic of contrac- 
tion. The average height of the pelvis in our 200 normal eases has 
been 20.89 em., almost within 1 mm. of 21 em. The lowest measure- 
ment which we have obtained in our normal eases, has been 19.5 em., 
which was found in but three instances. 

We have met with 18 rachitie and seven generally contracted non- 
rachitie pelves, and in each of these groups the average pelvic height 
has been 19 em. In the rachitie group, one pelvis measured 21 em. in 
height. 


AVERAGE 
TYPE OF PELVIS NO. EXAMINED HEIGHT OF PELVIS 
Normal 200 20.89 em 
Rachitie 18 19 em. 
Generally Contracted 7 19 em. 
COMMENT 


In view of the numerous proofs which have been offered regarding 
the lack of dependability of the conjugata externa (of Baudeloque). 
and our own experience, we believe that the measurement of the pel- 
vie height is not only more easily determined but also is consistently 
of greater interpretative value than the measurement of the conjugata 
externa (of Baudeloque). It requires no particular skill to be deter- 
mined exactly and, when it is found to be 20 em. or below, a thorough 
internal examination of the pelvis is indicated. In view of the ease 
with which the measurement is taken and the apparent value in diag- 
nosing certain types of pelvie contraction, we recommend it for the 
use of every one who practices obstetries. 

In our series of 25 rachitie and generally contracted pelves, there 
were but two instances in which the pelvie height was above 19.5 em. 
One of these is mentioned above, and the other measured 20 em. Out- 
let contractions and funnel pelves show no definite alteration in this 
diameter. 

We thoroughly realize that our series of cases is entirely inadequate 
to either prove or disprove any assertion but we are reporting our 
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findings in the hope that others who have a large material will 
take up the procedure here outlined in order to establish the value 
of this measurement in these types of contracted pelves. 
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MENSTRUATION—AN INQUIRY INTO ITS ETIOLOGY 
By Istpor Kross, M.D., New York, N. Y. 


(From the Ginesinatem tennis of the Mt. Sinai Hospital, Dr. Joseph 
Brettauer, Director.) 

HILE much light has been cast upon various problems in the 

physiology of the generative organs, the factors involved in 
menstruation still constitute an unfinished chapter. It is not my in- 
tention to enter into any lengthy or detailed review of this subject 
in this preliminary report, but simply to eall attention to a few rel- 
evant facts. 

At the present time, Fraenkel’s' theory, that the corpus luteum is 
the responsible factor in the causation of menstruation, is the one that 
is generally accepted. This author claims to have proved that re- 
moval of the corpus luteum is followed by a postponing of the next 
menstrual period, and that only when a new corpus luteum has been 
formed, does menstruation appear. In discussing these claims, Hal- 
han* states that (1) in four of the nine cases cited by Fraenkel, it 
was a graafian follicle and not a corpus luteum that was removed, 
(2) in a fifth case no effect upon the menses was produced, in three 
others there was noted a bloody flow several days after the opera- 
tion and in the last a similar condition was noted fourteen days after 
operation. These experiments certainly do not allow definite and 
clear cut conelusions to be drawn from them. 

Halban (loe. ecit.), who is the strongest opponent of the corpus lu- 
teum theory, studied forty cases in which the corpus luteum had been 
excised in toto and found that a normal menstrual flow appeared 
two to four days after operation in thirty-seven (921% per cent) of 
these cases. Of the other three instances, one concerned a patient 
forty-nine years old who was already irregular in her menses prior 
io the operation and who had had no menses when last seen several 
months later. She presumably had reached the climacteric. The 
other two patients had microeystie degeneration of the ovaries and 
menstruation did not appear until eight weeks later. 

In the thirty-seven cases, however, there is a clear-cut and definite 
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clinical picture. Removal of the corpus luteum was always followed in 
from two to four days by a normal menstrual period with subsequent 
menstrual periods at the usual intervals. This phenomenon occurred 
regularly irrespective of the period of time that had elapsed since the 
last menstrual bleeding. The picture presented in these experiments 
is a clear-cut and definite one showing the relationship between cause 
and effect. 

Against the theory that it is the corpus luteum that is responsible 
for menstruation, IT wish to cite briefly two very instructive cases that 
have recently been studied in the Gynecological Department of the 
Mount Sinai Hospital. The first one has been recently ineluded in a 
publication by S. H. Geist® in elaboration of his theory on the rela- 
tionship of microeystic disease of the ovary to functional uterine 
bleeding. 


Mrs. N. B., No. 215838, twenty-eight years old, admitted Oct. 1, 1921. Her 
family and past history Lave no bearing upon her present illness. Menstruation be 
gan at 12 years and was irregular with intervals of five to eight weeks. The periods 
lasted from five to twelve days and were very profuse. During eleven vears of mat 
ried life she had given birth to five children, the last one two years before admis-. 
sion to the hospital. One and a half years ago, following a period of amenorrhes 
of six months, the patient began to bleed. After two months of continuous bleed 
ing, she was curetted. There followed a period of amenorrhea of seven months, 
succeeded by continuous bleeding lasting three months. This was followed by a 
period of amenorrhea of five months and menorrhagia four months. She was ther 
admitted to the hospital. 

Physical examination, except for a moderate cysto-rectocele and a slightly lacer- 
ated cervix, was negative. A hysterectomy and bilateral salpingo-oophorectomy were 
performed. ‘The uterus was normal in size and the endometrium hyperplastic and 
edematous. The ovaries were enlarged to twice their normal size, and had a thickened 
tunica albuginea. Sections showed the entire cireumference of the ovaries to be 
studded with small cysts two to five millimeters in diameter. Histologic examination 
of the uterine mucosa showed the hyperplasia tiiat is usually found in functional 
bleeding of endocrine origin as deseribed by 8, H. Geist.4 The stroma was edematous 
and its cells swollen. The glands were tortuous, elongated, and eystie. The ovaries 
showed thickened tunica albuginea and numerous cystie atresie follicles none of 
which contained ova. The stroma proper was condensed and fibrotic. The medul- 
lary portion contained several embryonal rests. Careful examination failed to re 
veal any corpora lutea, 

The second patient, E. F., was admitted April 24, 1922. ler family and past 
history were negative. Menstruation began at thirteen years, appeared regularly 
every four weeks, lasted from five to six days, and was very profuse. During the 
past two years, her menses have appeared every two to three weeks and the flow 
has become much more profuse. Physical examination revealed a uterus that was 
slightly enlarged and a left cystic ovary about the size of a plum. On April 28, 
1922, a left salpingo-oophorectomy and a partial resection of the other ovary were 
performed. The pathologico-anatomical findings in the ovaries in tliis case were 
similar to those of the first patient. Here too, no corpora lutea could be found. 


EK. H. Ochsner® showed that, not only does a persistent corpus lu- 
teum inhibit ovulation,.but that it even inhibits menstruation, and 
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that the removal or destruction of the persistent corpus luteum re- 
moves the inhibition and allows menstruation to oecur.* During the 
past year, I have had under observation three patients whose clinical 
history very strikingly presents this same phenomenon. In these pa- 
tients there have occurred repeatedly delays in menstruation, aecom- 
panied by nausea, vomiting, and a feeling of heaviness in the pelvis. 
Pelvic examination showed enlargement and softening of the uterus, 
thus simulating very closely an early pregnancy. In one of these 
cases, a distinct enlargement of the ovary could be made out. This 
enlargement always disappeared after the onset of the menstrual flow. 

It is now generally acknowledged that pregnaney cannot occur 
without the presence of a corpus luteum, and it is also known that 
pregnaney can occur before the onset of the first menstrual period and 
during a period of amenorrhea, i.e., during lactation. In both of 
these instances, ovulation and corpus luteum formation have occurred 
while menstruation has not. This is especially to be considered in 
view of the two cases cited above, in which there was profuse bleed- 
ing in the absenee of corpora lutea. 

T believe that one is justified in stating that clinical and experimen- 
tal evidence is directly opposed to the theory that the corpus luteum 
is the causative factor in menstruation, and that it points clearly and 
definitely to the mature graafian follicle as the responsible factor in 
this process. 
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*Mackenzie® has recently reported a series of cases quite similar to those of Ochsner. 
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THE IDENTIFICATION OF BABIES IN MATERNITIES 
By Jos. B. De Ler, M.D., Cutcaao, Inu. 


ATERNITY hospitals, and maternity wards in general hospitals, are increas- 
M ing in numbers and in size, and it will not be long before the majority of 
children will be born in institutions. While this is very desirable from many 
points of view, there are several drawbacks. Some of these objections may be 
removed by proper care. One of these is the danger of mixing the babies, The 
writer, therefore, would issue a word of warning in the matter of identification 
of the newborn infant. 

From experience in many hospitals both in and out of Chieago, the conclusion 
is inevitable that the usual methods employed are not adequate. The writer is 
personally acquainted with several instances where only the greatest efforts of the 
whole hospital personnel, aided by fortuitous circumstances, enabled exact identi- 
fication of the infant to be made. 

Only those who have lived through the experience of mixing the babies, can 
realize the calamity such an accident produces. In all human experience, doubt 
is the easiest feeling to arouse and the hardest to allay. Even after the doctors, 
the nurses and all impartial observers have been convinced that the parents are 
really taking home their own child, and the excitement in the hospital has sub- 
sided, the family will always harbor a faint spectral doubt which will come to 
expression in after years if the child should not show a resemblance to either parent 
or should exhibit traits which are not harmonious with the desires of the family. 

In a small maternity service the chances of mixing the babies are few, but 
none-the-less real. In a large service they are very many and very real, 

Mixing of the babies can occur immediately after birth (most common) and at 
any time within the first week of life—or until the mother learns to recognize 
her own infant. The identification, therefore, must be perfect at birth, the marks 
must be accessible during the child’s stay in the hospital and there must be means 
of proving the identity for a reasonable time after the baby goes home, should 
a late doubt arise. 

The following methods of labelling the babies are in vogue: 

1. Adhesive plaster fastened to various parts of the infant’s person, bearing its 
name, 

2. A tape attached to the child’s wrist bearing a number which corresponds to 
a number on a similar tape around the mother’s wrist. 

3. A metal check with either a number or the name of the infant serateched upon 
it and tied or sewéd around the neck or the wrist. 

4. A beaded necklace with lettered beads spelling the child’s name, 

5. A silver bracelet with the child’s name engraved on it. 

6 The child’s footprints (and sometimes thumbprints) recorded on the history 
sheet and on a slip supplied the parents, 

The writer has tried two other methods: 

1, Tying a slip of sterilized paper on the navel when the cord is severed, the 
paper having the child’s name on it. 

2. Writing the name on the ehild’s chest with indelible pencil, 

Among other methods are, attaching the identification tag to the child’s dress otf 
its crib, the use of a locket with chain around the neck. 

Not one of these procedures, used alone, is without the possibility of error. 
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Not one of them is sufficient protection against human error, or ignorance, or in- 
competency, or thoughtlessness, not to mention downright carelessness, Accident 
also plays a part in the confusion, and must be reckoned with. It is amazing what 
combinations of cireumstanees can arise which may render the technic of identi- 
fication of the children default. 

Actual experience has convinced me that at least three different and inter- 
locking safeguards are necessary. 

The method employed at the Chicago Lying-in Hospital is the outgrowth of this 


experience and the writer holds that, no matter how fast the babies come, and in, 


whatever numbers, no matter how excited and rushed the interns and nurses get, 
no matter how often the babies are transposed in the nurseries, or on different floors, 
each mother goes home with her own flesh and blood in her arms. 


THE CHICAGO LYING-IN HOSPITAL METILOD 


In the first place the matter of identification of the babies is made one of 
supreme interest, and the doctors and nurses are constantly reminded of it and 
impressed with its importance. The technic of the method is interwoven with the 
aseptic technic of the birthroom so that should a doubtful identity have to be 
traced back, the same course is traveled as in tracing an error of asepsis or a lost 
sponge, and each individual who had anything to do with the case, can be ques- 
tioned. Further, by means of cross references, the steps of the identification process 
can be correlated and an error at once discovered. 


1. Each ‘‘Labor Drum’’, (containing the towels, sheets, sponges, umbilical tape, 
ete.) is given a number, stamped on an aluminum tag. In each drum with the 
umbilical tie, are two pieces of tape, each with the same number written with 
ink, one intended for the baby’s wrist, its duplicate for the mother’s wrist. The 
aluminum tags are numbered 1 to 400. There are no duplicates. They are used in 
succession and by the time the series is begun again the babies of the first numbers 
have long since left the hospital. 

2. Attached to the crib, waiting for the reception of the newborn babe, is a 
piece of adhesive stamped to receive the name of the baby, number, sex, date of 
birth, and the doctor’s name. 


3. In each Birthroom is a footprint taking outfit. 


When the Labor Drum is opened for the delivery, its number is entered in the 
Time Book, together with the name of the nurse who assists at the delivery, and 
who is responsible for the identification of the baby, for the asepsis, and for the 
sponge count. The patient’s, the doctor’s, the intern’s, names are recorded in this 
book, also chronologic items of the labor, ete. 

As soon as the child is born, before the cord is cut, the tape bearing the drum 
number is tied around the infant’s wrist, and the duplicate handed to another nurse 
or the anesthetist who immediately ties it around the mother’s wrist, and at the 
time, each one making the tying, announces, in a loud voice, the number. The 
doctor repeats this number, if they correspond, and the nurse who keeps the ‘‘ Time 
Book’’ compares it with the drum number previously entered upon her record of 
the events of the labor. This is the keystone of our arch of protection and the 
greatest emphasis is placed upon it. 

After the child has been laid in its crib, another nurse wipes its back clean, and 
carefully affixes the aforementioned adhesive plaster on which have been written 
the child’s name, the date of delivery, ete, and the wrist number is carefully verified. 
Only after these two functions have been completed may the infant be removed 


to be weighed. The wrist number tape is now sewed on the wrist snugly and 
securely, 
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Next, the child’s footprints are taken. Two impressions are made of each foot, 
—one upon the mother’s history sheet, where it is a permanent record, and one 
upon a slip of pink paper. The nurse verifies the name on the history sheet as 
that of the mother of the child, also the wrist number and enters them upon the 
pink slip. The latter is given to the mother for control. She usually preserves 
it by framing, or puts it in the ‘‘Baby Book.’’ This sheet contains the name 
of the baby, that of the doctor, the date, sex, weight, and the wrist number. For a 
time we also made a record of the thumbprints of the mother, but found this supei 
fluous and time-consuming, and gave it up. There are, however, advantages in the 
practice, and we will resume it when the shortage of nurses is relieved. 

After the child is sent to the nursery, its crib ecard is filled out. A baby ap- 
pearing in the nursery without all its identification marks in good order, is re- 
turned at once to the birthroom. The crib card has the child’s name, the doctor’s 
name, the room number, the date of birth, and the wrist number. This card keeps 
the baby’s individuality in the nursery. 

When the mother and child leave the hospital, the wrist tapes are compared 
with the number on the adhesive plaster, then removed and presented to her, but 
the adhesive plaster is not removed. This the mother is instructed to take off 
after she arrives at home and not before. 

A child may not be discharged unless all its identification marks are proved to 
be in perfect order. Should any doubt arise,—a very rare occurrence, the baby’s 
footprints are taken and then everything is checked back to the drum number. 
Every vestige of doubt is thus easily dissipated. 
in Hospital for the last 
nine years. It is, indeed, somewhat cumbersome, but experience under actual and, 


This system has been in vogue in the Chicago Lying- 


to the uninstructed, inconceivable, conditions has proved that it is accident-proof, 
ignorance-proof, and carelessness-proof. It is of great comfort to ‘the Hospital 
administration and gives abiding confidence and perfect satisfaction to the parents 


of the child. 


426 East FIrry-First STREET. 


Society Transactions 


TRANSACTIONS OF THE AMERICAN ASSOCIATION OF 
OBSTETRICIANS, GYNECOLOGISTS AND 
ABDOMINAL SURGEONS 


THIRTY-FIFTH ANNUAL MEETING 
ALBANY, NEW YORK, SEPTEMBER 19-21, 1922. 


(Continued from February issue.) 


Dr. Paut T. Harrer, ALBANY, N. Y., presented a paper entitled Clin- 
ical Aspects of Blood-Loss in Labor. (lor original article see page 
233.) 


DISCUSSION 


DR. GRANDISON D. ROYSTON, Sr. Louis, Missouri.—I think the remarks of 
Dr. Harper are well taken in regard to conserving the patient’s energy during 
labor. We too, attempt to conserve the strength of our patients during labor. 
Since Dr. Polak’s paper on the management of the third stage of labor appeared 
in 1915, I have insisted upon every class memorizing that paper as near as they 
could, telling the students that it would be one of the final examination questions. 
Dr. Polak has said that spontaneous detachment of the placenta is one of the most 
important factors in preventing postpartum hemorrhage. Since following his method 
of placental stage management, I have seen but one hemorrhage that caused trouble. 
This patient was a gravida II, a rather anemic individual, who was delivered within 
ten minutes after reaching the hospital. There was no bleeding from the time of the 
delivery until the placenta was spontaneously expressed, ten minutes after delivery. 
That goes hand in hand with previous observations, and, I have never seen a woman 


have an alarming postpartum hemorrhage who had not had a short third stage. 


DR. JOHN OSBORN POLAK, Brookiyx, New York.—Dr. Harper has brought 
out the point that postpartum hemorrhage, particularly when occurring at the placen- 
tal site, depends wholly on the retractility of the uterus. The actual blood lost 
in a thousand cases, from the moment the baby was delivered until the uterus had 
retracted and contracted and all bleeding had ceased and the uterus was firm, was 
less than 250 ¢.¢.; some of them had as little as 30 ¢.¢., some as little as 100 e¢.e. 
We had three cases in which the blood loss exceeded 600 ¢.c. All these cases were 
treated on the same plan that Dr. Royston has spoken of, and that is leaving the 
uterus to take care of itself, allowing physiologic separation and expulsion. Im- 
mediately upon expulsion of the placenta the patient receives an ampule of putuitrin. 
One of the important points is that the uterus shall not become tired before de- 
livery. Why should we carry the second stage over three and four hours when the 
woman is not doing anything but using up her strength and lowering that muscular 
tone which cannot be regenerated ? 

Another thing that comes out prominently in these cases of blood loss is that the 
uterus will contract and retract if for a moment the blood supply of the uterus is 


shut off; in other words, a bleeding uterus or relaxed uterus is constantly losing 
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strength by every drop of blood that is lost, and if we can shut that off by com- 
pression of the abdominal aorta, the blood supply to the uterus, it is amazing to 
see how quickly a tired uterus will come together and retract. In the third stage, 
the uterus goes through the physiclogie acts of separation, expulsion and retraction, 
just as it has affected dilatation of the cervix, and conservation of the muscular 
tone during labor, assures retraction when the uterus is empty. 


DR. EDWARD SPEIDEL, LovISvVILLE, Kentucky.—I am glad to hear the re- 
sults of Polak’s investigations in regard to the amount of blood lost after the 
birth of the baby, because a few years ago, Williams, of Baltimore, published in- 
vestigations made at the Johns Hopkins Hospital in which he found that it was 
common for a woman to lose 500 e.c. of blood after the birth of the child. Quite a 
number of women lost 1000 ¢.c., and some as much as 1500 ¢.c. without giving 
symptoms of postpartum hemorrhage. Polak’s figures are one-half the figures 
given by Williams as the lowest, and they are important for the reason that they 
give us some clue as to what can be called normal blood loss in a woman. It would 
be unreasonable to suppose that a woman could lose from one to three pints of blood 
in a normal labor without showing considerable distress. 

Another point in Nature’s method of checking hemorrhage was not mentioned 
by the essayist, that namely, the blood vessels of the placenta are elastic, and when in 
consequence of the contraction of the uterus the sinuses are torn through they re- 
tract into the muscle bundle, and the muscles being arranged in the form of a figure 
of eight, contract down upon them and ligate them in that way. 

I think a very important thing in the prevention of postpartum hemorrhage is 
to stop instructing our trained nurses, as soon as a baby is delivered to put 
their hands on the uterus and manipulate it. That is followed in our city to a 
great extent, and I believe the trained nurses hereafter should be taught to let the 
uterus entirely alone after the birth of the child and leave it to the physician to 
watch for any sudden dilatation and hemorrhage from relaxation. 


Dr. B. R. OnI0, presented a paper on Retrodis- 
placements of the Uterus and Pregnancy. (I'or original article see 
page 242.) 

DISCUSSION 

DR. HERMAN E. HAYD, BurraLo, New York.—The subject which the doctor 
has presented this morning is as fecund as it was fifteen vears ago when I wrote a 
number of papers on retroversion of the uterus and which led, as you may re- 
member, to a very active and acrimonious discussion as to the methods which were 
to be employed in their treatment. 

The abstract of the doctor’s paper as given in the program reads, ‘‘are displace- 
ments of the uterus responsible for sterility?’’ Yes, but there must be some other 
elements than the mere mechanical difficulties and they certainly come later from 
obstruction to drainage. Therefore, we must realize that every displaced uterus 
may sooner or later be associated with a catarrhal endometritis or a eatarrhal sal- 
pingitis which will, of course, increase the acidity of the vaginal secretions and 
necessarily interfere with fecundation. I am satisfied that there does exist a class 
of retrodisplaced uteri that do not produce symptoms, although I am equally satis- 
fied that sooner or later many of these uteri will produce symptoms, and when they 
do so, they should be operated upon, as I think a pessary is only useful in recently 
retroverted or retroflexed uteri. A uterus that has recently fallen after a mis- 
earriage or after labor should be treated with a pessary, and if the woman wears 
the pessary for a few months and it is found, when it is taken out, that the 
uterus has fallen back, we should consider the case a surgical one and operate. 
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The doctor has spoken of and seems to endorse strongly the Gilliam operation. 
I am going to make a plea for the Alexander operation in uncomplicated cases of 
retroversion of the uterus; I mean cases where there is no recognizable tubal or 
ovarian trouble and the uterus is movable and yet producing symptoms. I have 
done a good many Alexander operations and I have succeeded in having women 
bear one, two and three children after this operation; they are grandmothers now 
and their daughters I have operated upon for retroversion. I have seen in one 
family three women upon whom I have done the Alexander operation, wherein the 
uterus stood the test of pregnancy, where it remained in position, and where the 
women were relieved of their symptoms and of all possible late intraperitoneal com- 
plications which were the result of operations, which open the adbominal cavity. 
However, when we have a different class of cases to deal with, where the tubes 
and the ovaries are involved, then we must employ an abdominal method as these 
are not uncomplicated cases of retrodisplaced uteri. Perhaps, once in a while, we 
may make a mistake in diagnosis in a ease where some slight adhesion may exist, 
or probably a tube may be thickened and closed, but after all, these mistakes should 
be rare. Unfortunately it is claimed that all symptoms producing retrodisplace- 
ments necessarily have tubal and ovarian pathology or there is present chronic ap- 
pendicitis or some other intraabdominal trouble, so the abdominal operation is 
done, not alone for the retroposition, but to explore the abdomen. It is so much 
easier to do this, than it is to do an Alexander operation. I have done many 
Gilliam operations; I have done quite a number of Webster-Baldy operations, and 
I have made up my mind after twenty-five years of experience, and you will not 
change the result of that experience by your discussions today, and I shall con- 
tinue to do the simple looping, reduplieation of the round ligaments operation such 
as Mann described years ago, as it holds the uterus up and causes fewer adhesions 
and subsequent complications. I do not eare particularly what operation you do 
on the round ligament as long as you reduplicate it sufficiently and sew it together 
with linen, being careful not to take too much of the ligaments or tie the sutures 
too tight, so that the ligament atrophies and shrivels up. If there is a heavy 
uterus, tuck it up to the abdominal wall with a fine catgut, to hold it in place 
for a few days, and sometimes, if the uterus be large and heavy and the broad 
ligaments sag, then you can shorten the uterosacral ligaments by putting a couple 
of stitches through them. I think with this simple technic you ean place the 
uterus permanently where it belongs and you leave the ligaments in position to 
pull the uterus in the direction which nature originally intended. If the ovary has 
fallen into the culdesac, shorten its ligament with a couple of fine linen sutures and 
thus hold it in place. 

DR. RUFUS B. HALL, CINcINNATI, OHtI0.—I should like to endorse the ex- 
cellent paper that has been presented, as well as the remarks of the last speaker. 
When we come to consider the question of sterility in women, the essayist only 
considered one-half of the problem. When a woman comes to you and says that she 
is sterile, that she has been married five or six years, and wants to have a baby, a 
very important and interesting problem presents itself to you. You examine the 
woman and are not quite certain that there is pathology enough present to justify 
the sterility. Examination may simply show a retroverted uterus which may be the 
cause of her sterility. 

I want to present the other side of the picture. A case came under my observa- 
tion a few days ago. The husband was thirty-eight years of age, had been mar- 
ried seven years, but they had had no ehildren. The wife was examined by six 
different men. She had had three curettements and was promised that she would 
be well. She had worn a pessary which seemingly corrected the retroversion, but 
still she did not become pregnant. After obtaining this history I said, ‘‘ Very well, 
madam, go into the adjoining room,’’ and after she went into the room I turned to 
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the husband and said, ‘* When did you have gonorrhea?’’ He replied, ‘‘I have not 
had that since IT was married; I had it before.’’ I sent him to a specialist who 
found that he was absolutely sterile. I did not do anything for his wife. 


DR. WILLIAM PFEIFFER, BrookiyN, New York.—The remarks made by the 
last speaker concern one of the points I want to bring out. We feel that no opera- 
tion should be undertaken until two things have been done. We should not operate 
on the female genitalia for sterility until the male partner is first examined. And 
the second point is, are the tubes patent? 


DR. HUGO O. PANTZER, INDIANAPOLIS, INDIANA.—A patient confined in the 
last week came to me after having been married six years. I found she had a 
retro- and right lateral retroflexion of the uterus. I found associated with that 
ileoceeal torsion and a very much shortened ileotendinous band coming down from 
the ileocecal junction to the ovary. I cut the ileotendinous band, lengthened it and 
she subsequently had a baby. 


DR. JOHN OSBORN POLAK, BrooKiyx, New York.—There is one point I 
want to bring out in regard to the doctor’s paper, most of which we all endorse, and 
that is, there is a very great difference in the action of spermatozoa that you 
examine under the microscope and those examined ia situ. For the last 
five years we have been examining these cases after intercourse to determine the 
condition of the spermatozou. Many of these retroversions that were formerly 
operated on have surprised us. Many of these anteflexions on which we have done 
operations on the cervix have surprised us by our finding living straight tail sperma- 
tozoa well within the cervical canal; consequently, it seems to me, that in any discus- 
sion of this sort, not only the anatomical factors on the part of the woman but the 
potency of the man as the doctor brought out should be investigated, particularly 
the potency of that man with that particular woman. 

Another interesting thing is that there is something more important in the man 
than even the production of spermatozoa, because women in whom we have demon- 
strated patent tubes and the presence of spermatozoa inside the cervical canal, and 
who at operation had apparently healthy ovaries, have not conceived, and yet those 
same men have married other women and pregnancy has followed. Consequently 
there must be something in the claim made by genitourinary surgeons, that the stimu- 
lation of the sexual act and the consisteney of the semen have something to do 
with the question of sterility. I do not believe we should go on reeord—and we 
have all seen certain cases of retroversion of the uterus after correction become 
pregnant—that that operation or any operation of itself has produced this or that 
particular pregnancy. There may be something in the stimulation at the time of 
copulation that does not occur at another time. 

DR. EDWARD SPEIDEL, Lovutsvitie, Kentucky.—There is another feature 
to consider in connection with these cases, and that is, with a uterus in the normal 
position we have healthy arterial circulation, whereas in retroversion we have a pas- 


sive venous congestion which interferes with normal function. 


Dr. James A. Hlarrar, New York, N. Y., presented a paper entitled 
Functional Dystocia in Normal Pelves: Recognition and Manage- 
ment. (lor original article see page 246.) 

DISCUSSION’ 


DR. JAMES K. QUIGLEY, Rocitrester, New York.—Our interns and nurses 
examine the fetal heart every thirty minutes, and oftener than that in the second 
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stage. I do not agree with the essayist regarding the question of rectal examina- 
tions. I will admit it is more difficult to teach the making of a rectal examination. 
The average intern will get very little in the first month from making a rectal ex- 
amination but in handling a private case I think it is quite satisfactory. I believe 
incomplete dilatation of the cervix with the application of forceps is responsible for 
many dead babies. The statement that episiotoimy is followed by a higher morbid- 
ity than spontaneous tears is a surprise. It certainly does not sound logical to me 
that a clean-cut wound will give more temperature than a laceration which is spon- 
taneous. In the occipitoposterior cases I agree with Dr. Harrar that they are the 
béte noire of obstetrics. IT use manual rotation, and forceps rotation very seldom. 
i think manual rotation followed by extraction will work out better in the majority 


of eases, 


DR. ARTHUR H. BILL, CLEVELAND, O1lto.—There are two points in Dr. Har- 
rar’s paper upon which | would like to comment. The first Dr. Quigley took up 
namely, the question of rectal examination. I heartily agree with what has been said 
that in teaching students we should give them the experience of making vaginal ex- 
aminations, but in my own private practice I find vaginal examinations during 
labor almost wholly unnecessary. It seems vo me, one can detect practically every- 
thing he wants to know about his patients during labor by rectal examination. I 
have pursued the policy of practically eliminating the use of vaginal examinations 
during the course of labor and [T do not make a vaginal examination during labor in 
one per cent of my patients. 

The other point is with regard to the posterior position. To be sure, a large per- 
centage of posterior positions will rotate spontaneously as Dr. Harrar has said. 
Sometimes these heads will rotate in a few minutes; sometimes they will rotate in a 
few hours or many hours, but it seems to me wholly unnecessary to allow a patient 
to go on in labor with its bad effects upon the child in the hope that the head will 
rotate spontaneously, when the physician can in a very few minutes convert that ab- 
normal position into a perfectly normal position and save the patient all this extra 
work with its accompanying dangers. 

In regard to the Scanzoni procedure, there is nothing dangerous about it; there 
should be no laceration connected with it and no damage done to the child’s head. 
The trouble with the typical Secanzoni procedure as it is described in the literature 
is that it is deseribed as a combination of rotation and traetion; in other words, 
a spiral movement is made, as the head is drawn down, and that tears the vaginal 
wall and makes unnecessary pressure on the head. The ideal way to perform a 
modified Seanzoni rotation is to rotate the head in the station in which it lies, with 
absolutely no traction, just as you would do if you inserted the hand. <A great ad- 
vantage in using forceps in this rotation instead of the hand is that you do not 
displace the head so much as when the hand is inserted. If the technie is perfect, 
there should be no reason for laceration or any injury to the child during rotation. 
Laceration occurring curing delivery after the head is rotated will also occur if there 
is a primary anterior presentation. I have followed the modified Seanzoni procedure 
ever since I have been in practice, and have performed it in hundreds of cases. I 
have yet to fail to rotate the head by foreeps. It is seldom that great force is 
necessary if no traction is made with the rotation. 


DR.- EDWARD SPEIDEL, LovuisvitLe, Kenrucky.—I would like to endorse 
what Dr. Bill has said in regard to converting a persistent occiput posterior, by a 
Seanzoni operation, suggesting however using the axis traction foreeps in the per- 
formance of the operation. 

I did not hear the essayist refer to the conduet of breech presentations in the 
Lying-In Hospital. I should like to say that we have simplified that so much that 
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I will repeat again a statement made last year as to a simple and effective way of 
delivering breech presentations. When full dilatation and rupture of the bag of 
waters have been obtained, then under surgical anesthesia iron out the perineum, 
bring down the legs, and slowly and deliberately, taking plenty of time, deliver the 
anterior and posterior arm and the head. This will do away with the danger of 
breech presentations and make it possible for the operator to work without any 
hindrance on part of the patient. I consider that a great improvement over the old 
method of breech delivery. 


DR. MAGNUS A. TATE, CINCINNATI, OHIO.—I was much interested in Dr. 
Ifarrar’s paper for a number of reasons. One the mortality report, namely, one 
death in 1800 women. That is a remarkable record to have, from an out-of-door ob- 
stetrie clinic. I do not know of such a record anywhere else. 

I was particularly interested in the strong emphasis he placed upon using the 
stethoscope so repeatedly for keeping tab on the condition of the child’s heart. If 
we have a child’s heart that is beating regularly we do not have to be in a hurry 
to deliver, but if the heart is becoming feeble or rapid, then action is ealled for. 

I was pleased to hear his remarks with reference to manual rotation. I have 
practically given up the Scanzoni procedure, and rarely rotate the head with for- 
ceps, as I feeel I can do better work manually. 


DR. PAUL T. HARPER, ALBANY, NEw YorkK.—I want to say a word or two 
regarding the value of vaginal examination in the class of cases under discussion. 
I am willing to admit the desirability of making infrequent vaginal examinations, 
for there is nothing in connection with a vaginal examination that cannot be made 
out just us well or better in some respects by a rectal examination. However, the 
vaginal examination serves a purpose that cannot be accomplished in any other way. 
In fact, the necessity for artificial rupture of membranes is a definite indication for 
making a vaginal examination. 

Rectal examination serves a great and useful purpose, in that it will help to 
eradicate puerperal infection, but the fact must not be lost sight of that in the ab- 
sence of spontaneous rupture of the membranes we have a definite indication for 
vaginal examination. If we impress upon our students too strongly the desirability 
of making rectal examinations exclusively, we are going to lose sight of the fact 
that there is a definite indication for carrying out vaginal exploration. 


DR. BURLEY LANKFORD, Norro_k, this day of universal 
version and prophylactic forceps, it is hardly necessary tu say that a paper of this 
sort is valuable. 

I was glad to hear him use the expression active patience rather than inactive 
patience. I was also glad to hear him say that we can use a vaginal examination 
when we think it is necessary. There is no question, as Dr. Bill has pointed out, 
that if you are familiar with the pelvis before the onset of labor you can use 
rectal examinations all the way through, and there are few such cases in which it 
is necessary to make a vaginal examination, but you cannot teach students proper 
obstetries unless you let them make vaginal examinations. 


DR. HARRAR (closing ).—I knew I would arouse some eriticism regarding vaginal 
versus rectal examinations. There is a great bug-a-boo about vaginal examinations. 
A man who is surgically trained should be able to introduce his fingers into the 
vagina as safely as into the peritoneal cavity. Our results and our morbidity with 
vaginal examinations are satisfactory to us. Many of our cases are first seen by 
us in consultation and cases are admitted as emergencies or handled by students 
and interns, who have not had the opportunity of the antepartum examination. 
We think it is necessary for them to make one vaginal examination to determine 
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exactly what is going on, but we limit vaginal examinations to the fewest number 
possible. 

As to manual rotation versus the Scanzoni procedure. Dr. Bill has done a 
great many that we would not think necessary. In over 8000 recognized posterior 
occiputs occurring in 41,000 labors, we only had 443 that required interference. 
Not all of them were forceps cases. If a posterior occiput case is progressing in 
good flexion, I see no reason for interference, provided the woman does not get 
tired. If there is increasing extension, or advance ceases, interference is necessary, 
but it does not happen very often. 


Dr. Magnus A. Tare, CrncinNAtTI, OHIO, presented a paper on Pituitrin 
in the Second Stage of Labor. (For original article see page 252.) 


DISCUSSION 


DR. EDWARD SPEIDEL, LOUISVILLE, KENTUCKY.—From being an earnest ad- 
voeate of the use of pituitrin, I have become a very cautious and occasional user 
of the drug, not from any fear of its effect, or any doubt of its efficiency, 
but from the fact that the occasion now arises less often to use the drug. 
No woman should be allowed to become exhausted during a long continuous labor. 
If we have a long continued first stage the woman ean be given a well earned rest 
by a narcotic. If she has an ineffective second stage of an hour or two hours, 
you should resort to direct methods. In a multipara with a relaxed perineum you 
perhaps may resort to small doses of pituitrin, and I say small doses because you 
can never tell how the drug is going to act, and if you use pituitrin at all, you 
should use the same brand of pituitrin at all times in order that you may become 
acquainted with the comparative strength of that kind of pituitrin. In primiparae 
we have much better methods to assist with labor when it seems to lag. We can use 
full surgical anesthesia, dilatation of the perineum as brought out by Potter, and 
the application of forceps in delivery as compared with the doubtful result that 
may happen with small or with large doses of pituitrin. 


DR. GRANDISON C. ROYSTON, Sr. Louis, Mo.—Pituitrin is a valuable agent 
in shortening the third stage of labor, I think most of us agree as to that. That it 
is a dangerous drug is also well known. The point of Dr. Speidel should be well 
taken. We should start with a small dose and with the same preparation with 
which we are familiar. We begin with two minim doses. Some patients seem to 
have an idiosynerasy toward pituitary preparations. We cannot say always what 
effect two minim doses will have on one patient, and what effect it will have upon 
another patient unless at the time the dose is given the hand is placed on the 
uterus and one feels the uterine contraction. After a two minim dose during the 
second stage, I have observed a tetanie contraction of the uterus which lasted 13 
minutes. The fetal heart beat dropped from 120 to 80. I feel that the baby in 
this case would have been asphyxiated had the tetanie state of this uterus not 
been foreed to relax. I have had four instances where anesthetics were necessary 
to stop the tetanic contraction of the uterus following two minim doses of pitui- 
tary injections. I have had two eases of stillbirths attributed to the pituitrin in 
doses of less than five minims. 


DR. ADAM P. LEIGHTON, JR., PortnANp, MAtNne.—The indications and con- 
traindieations we all agree to, but there is one of which he did not speak and 
which I would like to mention. I believe there is great necessity for a thorough 
knowledge of the past history of the woman, that is, any question as to rheumatie 
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fever or scarlet fever, or myocardial disturbance. It is of the utmost importance 
that we should know about this. I never use pituitrin or pituitary extract in any 
dosage over four minims, and only in multiparae. I recently had a women under 
my observation from the fourth month of pregnancy. She was a healthy looking 
individual. I took her blood pressure and examined the urine regularly. When 
she went into labor I was called to see her; I found she had a three-quarters dilated 
os and good engagement. I gave her four minims of pituitrin. While I was putting 
on my apron and gloves I heard deep breathing. I turned around and found the 
woman was cyanosed. There was mucus coming from the mouth and she was dead. I 
looked for a knife; and the husband did not have a pocket knife, so I got my foreeps 
out and delivered the baby. It has taught me a lesson however, and I always inquire 
now as to whether or not there is any possibility of myocardial disturbance. We 
should always bear in mind a history of rheumatie fever or of scarlet fever on ac- 
count of the possible incidence of cardiorenal disease. I have come to realize that 
pituitrin, while a most valuable obstetrical adjunet, is also a very dangerous drug. 

DR. H. WELLINGTON YATES, Derrorr, MicitigAn.—Some two years ago I 
was called to a patient whom I had confined two or three months previously, and 
this was her first menstruation after that event. She was flowing so freely, that 
her husband, a doctor, thought her life was in jeopardy and not having ergot at 
hand he gave her one ampoule of pituitrin. Within a few moments she had 
difficulty in breathing and became cyanotic. He could seareely get her pulse; 
she felt faint, vomited, and had definite symptoms of anaphylaxis. He administered 
10 minims of adrenalin, I was at his house in fifteen minutes and there had taken 
place that which we might have anticipated if our view of anaphylaxis had been 
true. I mention the use of this drug as a possibly dangerous one from its anaphylac- 
tic effect as well as the one for which it was intended and next to elicit any further 
comments that may be made concerning these ‘phenomena. I referred this matter 
to the head of the Biological Department of Parke, Davis & Company, and he went 
into a very careful consideration of the question and assured me that there was 
but an infinitestimal portion of a grain of the proteid in each ampoule of the product 
and that he could searcely believe it was anaphylaxis in this case, but it had seemed 
to us quite different. 


DR. SAMUEL A. COSGROVE, Jersey City, New Jersey (by invitation) .— 
There are one or two considerations which I think ought to bear on the discussion 
in reference to the use of pituitrin. Any obstetric consultant cannot but be im- 
pressed with the lack of consideration of the specific contraindications that Dr. 
Tate has mentioned, in the hands of the average general practitioner, and the not 
infrequent tragic outcome which may result from disregarding these contraindieca- 
tions. Also, if Dr. Tate’s contraindications are clearly applied, there will be only 
a small residue of cases which need pituitrin; and if in addition to the rigid ap- 
plication of Dr. Tate’s contraindications we make allowance for a margin of error 
in estimating some of these contraindications even by good men, the number in 
which pituitrin is properly indicated will be still further reduced. In that small 
number of cases it seems to me that the substitution of anesthesia and mechanical 
relief, with its entire elimination of pain and psychie shock, is very much prefer- 
able to the increase of the woman’s pain incident to the use of pituitrin, even 
though the period of that pain is lessened, and certainly the simple mechanical 
measures necessary in the small group of cases in which pituitrin could be prop- 
erly used would not be conducive to any considerable trauma. 


DR. JAMES K. QUIGLEY, RocHester, New York.—Some eight years ago L 
became rather enthusiastic over pituitrin, so much so as to report in two papers 


my results, and I have no reason yet to regret my early enthusiasm. I started 
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with small doses and I use about two minims now. I do not use quite as much 
as I did. I apply forceps more often now than then. In using pituitrin one 
should have an anesthetic and forceps available, which usually means a hospital 
case. I feel like Dr. Tate with rigid indications, and bearing in mind the rigid 
contraindieations, we ean still give pituitrin in the second stage of labor. 


DR. FRANCIS REDER, Sr. Louis, Missourt.—In speaking of pituitrin I am 
not going to refer exactly to pituitrin as indicated in labor. I wish to cite a ease 
that came under my observation recently. I was called in consultation by an able 
physician who had made a diagnosis of hydatid mole in a woman having a tumor 
reaching to the level of the umbilicus. Rapid growth and loss of blood occurred 
repeatedly. Upon these features the doctor based his diagnosis. In examining the 
abdomen I found that the mass extended higher on the right side than on the left; 
she had been sick in bed for a week. It was decided to operate. I went about 
this operation very cautiously as I had not entirely dismissed the possibility of 
a pregnancy. Upon opening the abdomen a uterus presenting all the aspects of 
pregnancy was found. I could get the fetal head well into my hand, but on ac- 
count of the large amount of amniotie fluid I did not succeed in palpating the 
hody of the child. I delayed operation purposely, being desirous to know whether 
the fetus was alive or dead. There were no movements. The abdomen was ciosed. 
I had trusted that my manipulations would be sufficient. to bring on uterine con- 
tractions and expulsion of its contents. They did not. Two weeks later, after the 
abdominal wound had beeome securely healed, three bougies were introduced to 
stimulate the uterus to contractions. Much to my surprise, a week passed before 
any contractility of the uterus took place. These contractions were very weak. In 
removing the bougie and the tampons, I found the os sufficiently dilated so that I 
was able to extract the child. There was considerable bleeding. You might call 
it a hemorrhage. Ergot was given by mouth and hypodermatically with no en- 
couragement. I had recourse to pituitrin. It was used with great caution. A 
half ampule caused only moderate contraction. Two hours later the other half 
was given which caused a firmer contraction, so much so that with the aid of an 
intrauterine tamponade the bleeding was checked. The pituitrin was not repeated, 
but the tampon was kept in place. For a week this woman was very sick. She 
was not toxic, although symptoms of absorption manifested themselves by a chill 
and fever of 104° four or five hours before delivery took place. I do think that 
this patient was benefited by giving her pituitrin. 


DR. TATE (closing).—If the members of the Association will read the litera- 
ture on pituitrin, as I have done in the last six months, they will find scattered 
throughout, numereus cases reported where pituitrin is put down as the eause of 
some complication or death of the patient. I cite one case to illustrate. The pa- 
tient was an Austrian woman who had a normal first pregnancy and labor. With 
the second labor, a midwife was engaged. After being with the woman thirteen 
hours and there being absolutely no progress, the midwife began to give pituitrin 
with the result that rupture of the uterus followed, the woman was hurried to the 
hospital, the uterus removed, and the patient died. This death was put down as 
one due to pituitrin, and yet an obstetrician would know that it was a case in 
Which pituitrin should not have been used. You will find many such cases reported 
throughout the literature. 

Another thing that strikes me as being rather peculiar is this: I hear men 
speak of the dangers of pituitrin in society meetings, and vet they use pituitrin in 
their practice. 

I have never had any cases like those reported by Dr. Royston, and let me re- 
peat, I would not think of using pituitrin in every case I eneountered, but select 
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my cases. The case has to be, as far as I carn make out, a normal one. I would 
uot, for one instance, think of giving pituitrin to a patient who had rheumatism, 
with a heart lesion so bad that she had to sit up in a chair, and in the second 
place, when I give a patient pituitrin, she is in bed or on the delivery table, not 
walking around the room. 


Dr. ArtHuR T. JoNES, Provipence, R. I., presented a paper entitled 
Malformation of the Uterus and Appendages. (lor original article 
see page 254.) 


DISCUSSION 


DR. HERMAN E. HAYD, BurraLo, New York.—I have had one interesting 
experience which occurred some years ago, to add to the doctor’s paper. The pa- 
tient was a young woman who had been previously operated upon for a chronic 
appendicitis, and I saw her three years afterward. She complained of backache, 
constipation, and considerable pain during menstruation, in fact, the usual symp- 
toms associated with a broken down, invalided young woman. I made an examina- 
tion through the rectum and at once diagnosed a retrodisplacement. I told her, 
that a more careful examination could be made under anesthesia, at the time of 
operation. I curretted and proceeded then to open the abdomen and found a very 
interesting situation. There were very dense adhesions as a result of the previous 
appendix operation, so much so, that scissors had to be used freely in order to 
separate the tissues and leave a sufficient amount on the bowel to protect it from 
injury. I found an absence of the left tube and ovary, in fact, the left side of 
the broad ligament looked like a sickle. Of course, it was not possible to do an 
intraperitoneal shortening with only one ligament, so I fastened the uterus for- 
yard and she made an uneventful recovery. In the course of three or four years, 
she developed a swelling on the left side, which at operation was found to be an 
inguinal hernia with the left tube and ovary in the canal. The case is interesting 
from a congenital and anatomical standpoint and secondly, from the deductions 
which can be made from the failure of the first operation. All women, married 
or single, should be examined per rectum or per vaginam before undergoing an 
operation for appendicitis. If an operation for chronic appendicitis is to be per- 
formed, then the incision can be made through the center of the abdomen, if there 
is any reason to be suspicious of any uterine or ovarian trouble, and both condi- 
tions can be corrected. I have known many cases where if this precaution had 
been taken, it would have prevented the necessity of a second operation for pelvic 
trouble as in this case. 


DR. DAVID W. TOVEY, New York Crry.—I know of one instance where a 
diagnosis was made of fibroids with incomplete abortion at three months, and the 
physician curetted a hole to the size of a silver dollar through the center of the 
septum between the uterus bicornis. As you will recollect, the nonpregnant side of 
the uterus always enlarges during pregnancy in these cases of double uterus. 

In another case where there was pregnancy on one side with double uterus, she 
had had babies from both sides. There was a single vagina. In that case there 
was an ectopic, and it was easy to remove one horn and Jeave a normal uterus. 


DR. RUFUS B. HALL, Cinctnnati, Onlo.—I have seen quite a number of 
eases where the conditions were recognized only at the operating table. One pa- 
tient was a young girl seen in consultation, well developed, about fifteen or six- 
teen years of age with a history of regular, normal menstruation. Gradually, for 
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the last year or so, she had more pain than usual, and during this particular men- 
strual period, after a day or two of pain the family doctor was called and treated 
her for two days. She had a pulse of 150, a temperature of 104°. The hymen 
was intact and rectal examination demonstrated a tumor filling the pelvis com- 
pletely, and extending half the way up to the umbilicus. I did not suspect the 
real cause of the difficulty, but as I opened her abdomen I discovered a double 
uterus. The tumor was one-half of the uterus filled with menstrual fluid. She had 
developed a general peritonitis. I immediately closed the abdomen, put her in the 
lithotomy position, and with some difficulty from below I was able to locate where 
the cervix should be, and with the point of a sharp scissors entered into the uterus 
then with uterine dilator, enlarged this opening and emptied the uterus. The 
sirl made a prompt recovery. She married, and became the mother of three chil- 
dren and had no trouble from the three confinements. 


DR. MAGNUS A. TATE, Cruxcrnnati, Outo.—I desire to present a case that 
came under my care about three years ago, a young girl, 15 years of age, who 
suffered intensely from dysmenorrhea, was backward in her school studies, and 
associated with children about twelve years of age. The doctor had treated her 
for six months without any alleviation. She was sent to the Good Samaritan Hos- 
pital, put under an anesthetic and we found a double vagina and two cervices, and 
one uterus which deviated to the left. I naturally thought at first that she also 
had a double uterus. A sound was placed through one cervix into the uterus, but 
in the other cervix it would only go about one inch. We dissected off the blind 
cervix and the vaginal partition. The dysmenorrhea did not improve. A year 
following that, she had an acute attack of appendicitis. I operated, removed the 
appendix, and on examination found both tubes and both ovaries to be perfectly 
normal, the uterus was tilted over to the left side, but there were no adhesions. 
Since the removal of the appendix, she has improved much in general health, and 
the dysmenorrhea is not so pronounced. 


Dr. ArtTHUR H. CLEVELAND, OHIO, presented a paper entitled 
Should Pubiotomy Be Recognized as a Justifiable Operation in Ob- 
stetrics? (lor original article see page 258.) 


DISCUSSION 


DR. ADAM P. LEIGHTON, PortLanpd, MAINE.—If pubiotomy is a ‘‘competitor 
of craniotomy,’’ then I believe it has no place in obstetrics because craniotomy is a 
confession of carelessness, inattention, and lack of skill. The indieations for 
pubiotomy are none other than can be met with version, the induction of labor or 
eesarean section. I am not a believer in pubiotomy, and it has no place in rational 
obstetrics. 


DR. JOHN OSBORN POLAK, BrooKkiyn, New York.-—Dr. Leighton’s remarks 
are particularly good if we can always control our prenatal work; but to those of us 
who are unfortunate enough to have services where every bit of bad obstetrics in 
the loeality is tossed to us, it is a question of deliberately sacrificing the child or 
letting the woman go until the child dies, or subjecting that woman who has been 
repeatedly examined through a hairy vulva with ungloved and unclean hands to a 
cutting operation, such as section, whether it be extraperitoneal, transperitoneal, 
or the classical. Every one who has had that experience believes that there are 
cases in which pubiotomy is indieated. Again, sometimes we misjudge a funnel 
pelvis. Usually we feel that if the measurements of the outlet, the bisischial plus 
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the posterior sagittal totals more than fifteen, as stated by Klein, the patient 
will have a sufficiently large posterior sagittal to allow the head to pass through 
the outlet. I have seen two cases where this was so, and yet when, the head was 
at the outlet the head could not be delivered, and pubiotomy was required. TI have 
seen neglected face eases where the uterus was drained for hours of its waters, 
where version was an impossibility, where the mother and child were saved by 
pubiotomy. Dr. Bill truly said that pubiotomy is never an elective operation, but 
when he said it has a place in obstetries he also said something that every one of 
us should recognize. 


DR. JAMES E. DAVIS, Derrorr, MicwiGAn.—I want to say a word about 
postmortem pubiotomy, when evisceration is to be done quickly. The technie should 
he simple and effective. Erdheim, of Vienna, uses the edge of a knife in palpating 
for the line of synthesis, then the blade is driven through the union by a few 
successive fist blows upon the back of the knife, only a few seconds being: re- 
quired for the execution of the work. If this type of operation is indicated the 
simplicity and effectiveness of this teclnic is to be reeommended. 


DR. QUIGLEY.—L would like to ask two questions, one the average amount of 


space he obtains, and the other how long does it take to do the operation. 


DR. LEIGHTON.—I would like Dr. Bill to mention the after-eare of these 


cases, the time for recovery, and the lack of union, and the possibility of sepsis. 


DR. BILL (closing).—In regard to the general status of pubiotomy, IT think I 
have made myself perfectly clear that I consider it an emergeney procedure, and I 
will agree with Dr. Leighton, that if the prenatal care had been perfect, and that 
if the proper care had been followed during the course of labor as outlined in the 
paper, these indications would not arise. 

In answer to Dr. Quigley, I will say that IT nade some experiments at one time 
with the bony pelvis in regard to the expansion and coneluded that it was not best 
to try to get a separation of more than two fingers’ breadth between the ends of 
the bones; when greater separation was caused there was considerable elevation 
along the anterior surface of the ilium and sacrum, that is the anterior sacroiliac 
ligament, and there was a possibility I think of some loosening of the sacroiliac 
joint. Up to that point I did not find that it occurred. I made these experiments 
on the pelvis by taking blocks of wood, held together by a turn buckle of which 
the conjugate diameter could be inereased to varying degrees, and the separation 
of the pubie bones and elevation along the sacroiliac point determined. I have 
been able to insert two fingers between the ends of the bones in clinieal cases. 

With regard to convalescence, IT have kept these patients in bed three weeks. 
You do not get bony union in most eases; there is, however, a firm, fibrous union, 
Three weeks is the average length of the convalescence. 

With regard to the after-care, it is not as smooth as that of cesarean section. 
That is one of the disagreeable things about it, and that is one reason why we 
consider it an emergency operation. But [ will say this: I had one patient who did 
not know that she had a pubiotomy performed until her husband told her two 
months afterward. She knew that her pelvis was bound with adhesive plaster, but 
did not suspect that anything like a pubiotomy had been done. After all, the con- 
valescence was not so bad. So far as the kind of union of the pelvis is concerned, 
there is little difference in the functional result. 

In the literature there are cases of sepsis reported. In my own experience the 
results have been ‘good. There are cases of sepsis after traniotomy; there are 


other eases in which sepsis has developed after forceps. As I see it, a well per- 
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formed pubiotomy has no direct connection with the sepsis which is present in these 
causes nor does it add materially to the danger of infection. 


DR. HALL.—You cannot say that with reference to craniotomy? 


DR. BILL.—-A certain percentage of craniotomies is followed by sepsis. 


Dr. H. W. Yares, Derrorr, Micu., presented a report of the Genital 
Malformation in a Child of Eight Years, Associated with Acute 
Suppurative Appendicitis. (lor original article see page 261.) 


DISCUSSION 


DR. G. VAN AMBER BROWN, Derrorr, MiciiGgax.—Dr. Yates spoke of the 
mental development associated with this malformation and some work which T have 
heen doing this summer on the urinary tract leaves with me the impression that mal- 
formations of the urinary tract are frequently associated with malformations of 
the brain. This will be referred to in my paper tomorrow. 

While the doctor was presenting this case IT was reviewing in my mind the com- 
parative anatomy of the pelvis. In all forms of the higher vertebrate we have 
complete bony vertebrae. The elements may vary in proportion as well as in their 
placement. For instance, the acetabular bone which in the mole is very large we 
very seldom think of in considering the human pelvis; and yet it is present, al- 
though not very manifest. In the lower forms of life, like the snake, the fish and 
the shark, there is an incomplete pelvic girdle. I know it is often said, the snake 
las no pelvie girdle, but in some of the larger ones of the Orient, like the cobra, 
they not only have a pelvie girdle, but thev have hind legs. In the shark there is 
lack of fusion of the elements,.which elements are connected with the pelvie fin. 
The bony fishes present another type in which the elements are united at the center 
and connect with the vertebral column. The amphibian has a complete pelvie 
virdle—while the elements may be cartilaginous, the girdle is always complete. 
So in nearly every animal, except in snakes, we have some form of a pelvie girdle, 
and except in the snake it would seem to be impossible to have locomotion on the 
ground without some form of peivie girdle. In this connection it is interesting to 
note in this patient of Dr. Yates’ how much locomotion is interfered with on ae- 
count of the pelvie girdle deformity. 


DR. ROBERT FARR, MINNEAPOLIS, MINNESOTA.—Is it not true that in most 


cases of exstrophy of the bladder we have the absence of the bony symphysis? 


DR. RUFUS B. HALL, Cincinnati, Ont0.—The remark in reference to con- 
genital absence of the vagina, and that these patients were mentally defective, 
brings up a point in my personal experience. 

I was consulted some years ago by a woman, 36 years of age, a teacher 
physically well developed, with perfect development of the breasts, but she had 
never menstruated. She wanted to know if she could get married. She did not 
know why she did not menstruate. She had never been examined. A most thorough 
examination failed to find even the rudiments of ovaries or uterus. She had no 
vagina, otherwise the vulva apparently was all right, until you separated the labia 
you would think she was a normal woman. 

Another case more recent than that was a married girl, and while she was not an 
imbecile, she was not bright. She married when she was eighteen. She was an 
orphan girl who had heen earning her living sinee she was twelve years of age as 
a domestic. She had never menstruated; she had no ovaries or uterus that could 
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be found, and no vagina, and an attempt at sexual intercourse resulted in tearing 
her urethra open, and she had incontinence of urine when she came to me three 
weeks after her marriage. 


DR. DAVID WILLIAM TOVEY, New York Crry.—I desire to mention the 
case of a young, well developed Italian woman, 24 years of age, married four 
years, she had no vagina. Her husband brought her to me for an operation and to 
find out if she could have children. At that time we did not know of the Baldwin 
operation but only the operation of making a hole for the vagina and transplant- 
ing some skin. As I have said, she had been married four years, and as near as 
I could ascertain from what she said, they had intercourse between her thighs. 
This woman disappeared from my observation. Later I was called to court and 
the judge annulled the marriage. The husband was willing to live with her if 
she could have had a vagina made. 


DR. YATES (closing).—With regard to the locomotion, as far as I can see, 
she has as good locomotion as any child. As to her mental attitude she has no 
desire to play with other children. 

Regarding exstrophy of the bladder in association with lack of union and fusion 
of the pubic bones, I will say that the point of Dr. Farr is well taken and com- 
monly recognized. Fusion of these bones is not present when exstrophy of the 
bladder exists. 


Dr. Francis Reper, Str. Louis, Mo., presented a paper entitled The 
Tragedy of a Sacral Periosteal Sarcoma. (lor original article see 
page 266.) 


DISCUSSION 


DR. JAMES F. PERCY, San Dieco, CALirorni1a.—lIt is difficult for me to talk 
about cancer without alluding to my method of cautery heat in its treatment. 
As I see it the profession is not quite ready to accept this method at its full 
value. I cannot refrain from questioning if the outcome in this patient would not 
have been different if the mass had primarily been removed with the cautery knife, 
slowly dissected out as Dr. John Byrne disseeted out a carcinomatous cervix in 
former days. Then when the growth was out he reapplied the heat to the tissue 
surfaces that were left with his dome-shaped cautery tip until they were of the 
consistency of horn or of Jeather, in this way obtaining the maxium penetration 
of the heat. You cannot use the cold steel knife in the treatment of cancer with- 
out ineurring the very great risk of further dissemination of the disease, and not 
only dissemination but stimulation as well. 

We all know that in 55 per cent of the cases of carcinoma in the pelvis that die 
without treatment, complete postmortems show that the disease has remained 
absolutely within the pelvis. You cannot go into a mass of cancer in the pelvis or 
anywhere else in the body with the knife unfortified with heat without stimulating 
it into new virulence. This can easily be proved and has been proved over and 
over again in experimental cancer in laboratory animals. 

I would like to ask Dr. Reder, whether there was any attempt to control the pain 
by caudal anesthesia? 


DR. REDER.—No. 


DR PERCY.—I have had two patients, both women, where metastasis developed 
in the pelvic bones following uterine carcinoma in one case and from a malignaney 
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of the left breast in the other. These were last resort cases when I first saw them. 
This suffering was of the same atrocious type as that described by the essayist 
in his patient. Morphine will not relieve them, especially after the first two weeks. 
I know of one ease where fifty grains of this drug a day gave no relief. Both of 
my patients were immensely relieved by caudal anesthesia with procain. 


In carcinoma of the rectum, there is an increasing number of reports of cases 
where my first type of cautery is being used successfully. It is merely shoved into 
the rectal mass and sufficient current turned on to produce a gentle simmering sound 
heard when the ear is held near the instrument in the rectum. It is allowed to 
remain for an hour or even longer or until it is certain that heat penetration has 
been thoroughly attained in every part of the morbid growth. 


Dr. W. H. Kiger of Los Angeles reported 25 cases of rectal carcinoma, treated 
by my technic, at the St. Louis meeting of the American Proctological Society in 
June. He has practically abandoned all surgical methods in the treatment of 
rectal cancer for that by the local diffusion of heat. His successful results have 
heen most gratifying and even remarkable. 

Last May I reeeived a very enthusiastic letter from Dr. Edward Martin of 
Philadelphia reporting that one of his private patients, on whom he had used my 
cautery for rectal cancer seven years ago, is not only alive and well but also free 
from all evidence of cancer. 

In the surgical treatment of cancer we must eliminate the positive danger from 
dissemination and stimulation of the cell growth, and this can positively be ac- 
complished by our substituting the hot for the cold knife. 


DR. W. WAYNE BABCOCK, PHILADELPHIA, PENNSYLVANIA.—It seems to me, 
we are not getting very far in our concept of the treatment of malignant disease 
until we carefully differentiate reactions of the various sarcoma and carcinoma 
to treatment. The first case of Dr. Reder was one of sarcoma, and a peculiar type 
of sarcoma growing in the pelvis. Sarcoma in general presents an entirely dif- 
ferent therapeutic problem from carcinoma, although carcinomas have protean mani- 
festations and types of malignancy. Against the more malignant type of sarcoma 
I know of no treatment that is effectual. Let us take, for instance, certain malig- 
nant periosteal sarcomas of long bones, where a cure from even high amputation is 
practically unknown. The few cases that have lived for more than a year or two 
vears have been cases, for the most part, where there was some question as to the 
diagnosis. On the other hand, giant cell sarcomas or myeloma of bone are relatively 
benign. They recover after thorough excision or x-ray treatment. It is an en- 
tirely different proposition as against some of the malignant tumors where opera- 
tion seems to determine where the return will take place. 


I reeall a case of carcinoma of the hand where amputation was done at the 
wrist, and the growth metastasized in the stump. Amputation of the shoulder 
was done and the tumor reappeared in the scar. Then, after an interscapular 
thoracic amputation was done, metastasis occurred on the chest wall. In other 
words, wherever the knife had made its impress and had produced traumatism the 
tumor came back. 

Let us take the case of melanotie sarcoma, or melanoepithelioma, if you do not 
wish to call them sarcoma. I wonder if any of you can recall a ease where excision or 
other treatment of such a growth has been followed by an ultimate cure. I do 
not. Too often operation seems to eause the growth to flare up and to grow 
rapidly. With carcinoma we have a different problem to deal with, and I wonder 
if I understood Dr. Perey correctly when he said that operation only produced 
stimulation. In earcinoma of the lip or where the growth is not larger than a pea, 
free excision according to Bloodgood, gives 100 per cent of eures. With an ad- 
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vanced earcinoma of the lip, an extensive block dissection, cauterization, x-ray and 
radium are all usually ineffective. 

As to growths in other parts of the body, the results from hysterectomy for 
areinoma of the body of the uterus are probably not excelled by methods 
now in use, while radium has largely displaced hysterectomy for cancer of the 
cervix, some cases will do best if we let them alone. I think somebody should 
classify the various malignant growths in relation to the type of patient in which 
the growth develops, for whether the patient is fat or lean, old or young, also has 
a great influence on the progress of the disease. 


DR. WILLIAM SEAMAN BAINBRIDGE, New York Crty.—Dr. Babcock 
has given an impressionistic picture of our absolute ignorance in regard to the 
essential cause of cancer, including sarcoma. While agreeing in the main with 
his discussion, IT may say that my experience in relation to melanotie sarcoma is 
not in conformity with his. Melanotie sarcoma is indeed a very fatal form of the 
disease, but there are cases that have been cured. The following two illustrative 
cases are on file in my office, and I give them to you here so that they may be put 
on record in this connection: 1. O. L., male, fifty-seven years of age, married. 
February 29, 1912, this patient was operated upon, in another city, for a melanotic 
sarcoma of the neck. 

Two months later recurrence took place and in May, 1912, I removed a large 
melanotic sarcoma, adherent to the jugular vein and carotid artery. ligating the 
jugular vein. 

The patient was discharged June 6, 1912, and a letter from him, dated Septem- 
her, 1922, states ‘‘that he is in the best of health and has had no return of the 
disease. 

2. J. M., female, thirty-five vears of age, single. This patient had, at birth, a 
small papilloma on each wrist. These remained the same size until she was 32 
years old when the papilloma on the right wrist began to increase in size until it 
was as large as a silver quarter. It was melanotic in character, with scabs, and 
hied easily. 

April 17, 1915, the growths were removed and proved to be melanotie sareoma. 
The patient recovered from the operation and to date, (September, 1922) there 
has been no recurrence of the condition. 

In a private communication recently received from Dr. Rufus B. Hall, he cites 
a case of a woman, 30 years of age, married, with 1 child 13 months old. At birth 
she had a slightly elevated black mole one fourth inch in diameter on the chest 
wall to the right of the sternum. The mole gradually enlarged and at the time 
of her marriage was about 1 ineh in diameter and elevated about one fourth inch. 
A few days before her confinement in June, 1908, it became inflamed, enlarged, and 
discharged an exudate. Operation was performed forty hours after birth of child; 
there was a large open uleer involving about one fourth the surface of the growth. 
athologie report: ‘‘Melanotie sareoma.’’ There has been no reeurrence and the 
patient is apparently in good health at the present time. 

In regard to the spreading of malignant disease by operation, this is true in 
some cases. But is not a great deal of the untoward result in the use of the knife 
accounted for by the lack of recognition and practice of the lessons of Ordway and 
Tyzzer? Tyzzer states that ‘‘every physician should realize the irreparable harm 
which may result from the manipulation of malignant tumors in their early develop- 
ment. * * * * * The palpation of the mass in question in repeated physical 
examinations, the violent scrubbing often employed in preparing the field of opera- 
tion, is almost identical with that which I have employed for the experimental pro- 
duction of metastases. ’’ 
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DR. REDER (closing.)—We had hopes when we received,this high voltage ap- 
paratus from abroad that we were in a position to do much good for this patient. 
This woman displayed great courage while undergoing these treatments. Death 
came within the allotted time for such growths. She was subjected to the scalpel, 
to radium, and to x-rays. It was the knife that gave the greatest relief. 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF DECEMBER 12, 1922 
Dr. H. IN THE CHAIR 


Dr. FRANK R. OastTLeR presented a paper entitled Toxemia of Preg- 
nancy. Acute Yellow Atrophy of Liver. (For original article see 
page 271.) 


Dr. Exior Bishop reported a case of Prolonged Ante- and Postpartum 
Toxemia of Pregnancy, with Recovery. 


This twenty-nine year old primipara, a physician’s wife, was seen October 19, 
1921, four and one half months pregnant, with no outward symptoms except oc- 
casional vomiting. Her general condition, blood pressure and urine were normal 
until January 10, 1922, when she developed edema of the legs, and albumin and 
casts appeared in the urine. On January 12, the blood pressure was 150-90, but she 
had no subjective symptoms of any kind. 

She was put on a carbohydrate diet, allowed out of bed only an hour or two 
a day and, with tiiat regime, the blood pressure rarely reached 150, the urinary 
output was ample, though the albumin heavily persisted; subjectively she consid- 
ered herself to be not at all sick. As this child was considered, from several so- 
cial aspects, extremely desired, interruption was postponed. 

On February 14, near the end of the eighth month, however, the edema, which 
had been slight, suddenly increased, as did the blood pressure, which rose to 190, 
with a pulse of 120, the vision was markedly reduced, and the patient entered the 
Brooklyn Hospital; there the urine of sp. gr. 1.018 showed only a heavy cloud of 
albumin, and no acetone, but many hyaline and granular casts. The blood chem- 
istry was: C€.02-45; urea, 37-89; ereatine, 1.78; sugar, 128 mg.; red blood cells, 
17 per cent. There was marked edema of the back, genitals and lower extremi- 
ties, and the phthalein output was 35 per cent in the first two hours, with an ad- 
ditional 19 per cent in the third. 

The next morning, after consultation, it was decided to terminate the pregnancy, 
and the membranes were ruptured. 

The onset of labor was slow, and the blood pressure ranged between 190-200 
systolic. As active labor began, she was given a quarter of a grain of morphine. 
During labor, the systolic pressure reached 218. When the vertex got to the vulva, 
forceps were gently applied, and a four pound, six ounce baby was easily lifted 
out. The baby did not look at all well, but thrived, and at ten months weighs 21 
pounds. 

Aside from vomiting, the day after delivery was comfortable to the patient. 
She was eatheterized at the end of twenty-four hours, and 49 ounces of urine was 
obtained, which contained a trace of albumin, but no acetone or easts. The blood 
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pressure dropped to 154-110, and we were misled into believing that the danger 
was rapidly disappearing. 

However, the systolic blood pressure returned to 190, and averaged that for the 
next week. The urine output kept up, even developing a polyuria of 176 ounces 
on February 20; but, on Febuary 26 it became scanty, though hard to measure on 
account of lack of control. During the period of the arterial hypertension, the 
patient’s greatest complaint was pain in the back of the head, neck and arms, 
particularly the latter. On February 23 temporary deafness oceurred and the pa- 
tient became restless and ‘‘nervous,’’ and quite weak; the pulse was running from 
120-136, and the rectal temperature between 100-101°, in fact, her pulse continued 
at that rate until a few days before her discharge from the hospital, thirty-six 
days postpartum, when it averaged 110. 

The urine again contained a moderate number of casts. On February 24, how- 
ever, she developed irrational periods and also stupor; and, on February 27 a left- 
sided hemiplegia. A diagnosis of cerebral thrombosis was made. From the 
ophthalmologist’s report, which I shall summarize later, and his own findings, the 
internist did not concur in the neurologist’s diagnosis, but felt that there were 
miliary cerebral hemorrhages, with edema. On March second, after a bad night, 
irrational and with Cheyne-Stokes’ respiration, the general condition showed im- 
provement, and the hemiplegia began to disappear, but a left saphenous phlebitis 
occurred, with a leucocytosis of 19,400, with 85 per cent of polynuclears. 

General condition continued to improve, the mentality slowly clearing until it 
seemed normal, though a little sluggish on March seventh, and on Mareh ninth, the 
ophthalmologist noted a definite improvement. 

On March eleventh, a right saphenous phlebitis occurred, accompanied by tem- 
perature of to 101°. Examination of the chest that day, by the internist, showed 
the following. ‘‘Heart-apex in the fourth interspace, three and one half inches 
to left of middle line; the right border slightly to the right of sternum; sounds 
at apex suggest fetal rhythm; no gallop rhythm; lungs clear. Diagnosis, probable 
myocarditis.’? The urine at this time showed a faint trace of albumin, and no 
casts, and the systolic blood pressure, which, for a week, had been running between 
150-140, now reached 120. 

The second phlebitis subsided in eight or nine days, and on March twenty-first, 
in spite of the continued rapidity of the pulse, the patient was allowed up in a 
chair, and went home on March twenty-fifth. Her pelvic condition was negative; 
her appetite was good; her sleep was fair, and strength returning; her malaise 
was gone and her mental condition normal. A few days before discharge her blood 
showed 61 per cent hmgl.; 2,880,000 red blood cells; 11,600 white blood cells 
of which 82 per cent were polynuclears; her urine showed a heavy trace of albumin, 
but no casts or acetone. 

On December 9, 1922, the ophthalmologist reported that with the beginning of 
her toxemia, the patient suffered an absolute scotoma (central) of the left eye, 
due to a retrobulbar neuritis, which cleared up completely in about three weeks, 
solely under the toxemia regime. This ocular pathology was another evidence of, 
and due to the toxemia. Retrobulbar neuritis is uncommon in the toxemias, in 
this ease especially noteworthy in being monocular, also in the production of an 
absolute central scotoma which eompletely cleared up in so short a time. Prior 
to her entrance into the hospital, her vision was normal in all respects. Before 
induction, the vision in each eye was reduced to mere form perception due 
to papilledema, retinal edema, retinal exudate and hemorrhage, the exudative 
stage of albuminuric neuritis. This eye pathology was due to the inereased in- 
tracranial pressure of cerebral edema and therefore dependent upon the intracra- 
nial complication. The fundus condition did not begin to improve until after she 
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had her cerebral accident. Yesterday the vision of the right eye was 20/20; of 
the left 20/70. The right fundus showed normal nerve; vessels apparently normal; 
several seattered areas of punctate pigment deposit in the retina; the macula 
which contained the radiant figure of albuminurie neuroretinitis, was clear. The 
left fundus was similar to the right, and in addition, the macula showed in its 
upper portion slight remains of the sear. 

On December 9, 1922, her urine totalled 40 ounces, 1.019 sp. gr., with no sugar, 
a trace of albumin, 9 grains of urea to the ounce, no casts or kidney epithelium, 
and on December eleventh her blood pressure was. 110-70. 

This case is of interest for the following reasons: 

1. To interrupt a pregnancy is an extremely difficult decision to make in toxic 
cases of this sort, as much, if not more so, than in eclampsia. Any woman who is 
toxie is better off without the child, but, what about the child? Moreover, the 
mother may be too toxic to stand interference that is too late. Each case must 
be sharply differentiated, particularly with the help of the internist; it is as 
much a medical as a surgical problem. 

2. Termination of pregnancy may not terminate our troubles, as this woman 
developed a subacute nephritis, cerebral and retinal hemorrhages, with a resultant 
hemiplegia, with the strong possibility of permanent eye and brain damage, evi- 
dence of myocarditis, and a double saphenous phlebitis. 

3. This train of pathology shows us that the toxins of pregnancy attack par- 
enchymatous tissues, retina, brain, kidney, heart muscle, usually the liver; particularly 
the retinal and brain vessels, and the saphenous veins. Here the disturb- 
ance was not like an ordinary phlebitis, the redness and swelling and the tender- 
ness in Searpa’s triangle were all missing, and there was only a slight temperature 
with the onset of one side. 

4. A most suggestive clinical observation is that, during the period of greatest 
excretion of urine, this patient was not improving, but developing her gravest 
state. As the kidneys drew the water from the patient, toxemia increased; may 
not the toxins be in the edema? At this time, blood chemistry might have been 
of diagnostie value. Practically, this is the time, for purposes of dilution, to 
saturate a patient with fluids in one method or another, and mayhap, the com- 
mon use of morphine may be beneficial, as it retards tissue depletion. 

The obvious conclusion from the above is that these problems are primarily 
medieal, and the major eonduct of such a ease, with the assistance of the ophthal- 
mologist’s diagnostie precision, belongs to the internist, where this was placed. 


DISCUSSION 


DR. HARRY G. JACOBI: (speaking on Dr. Oastler’s case).—When one con- 
siders the blood chemistry as charted, without the clinical history of the case, it is 
rather difficult to say whether it is the blood picture of an acute yellow atrophy, 
a bichloride poisoning, a phosphorus poisoning, or of any other toxins which may 
produce tissue degeneration, In other words, in this case there was a definite 
toxemia, and onee the toxic substance was removed by emptying the uterus, im- 
provement was noted.. 


The important determination is the creatinine figure. The creatinine determina- 
tion is particularly interesting in acute conditions because it is in these conditions 
that the creatinine content of the blood reaches enormous figures and really de- 
termines the outcome of the ease. On the 18th of October the creatinine content 
was 8.25 and the next examination, performed on the 21st, showed a practically 
normal creatinine content of 2.5. If this were a chronic condition with a creatinine 
content of 8.25 the prognosis would be very grave. Such figures one frequently 
encounters in the terminal retentions of the chronie nephritides. In the acute. 
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conditions,—and we have had several of these cases, particularly of bichloride 
poisoning,—recovery does take place even with so high a creatinine content. 

Another point of interest was the discovery of leucine and tyrosin in the urine. 
Although we find these constituents in almost every case of acute yellow atrophy, 
they do not in themselves make the diagnosis of acute yellow atrophy as 
pointed out by Dr. Oastler. I believe that if we were to examine the urine 
routinely in all the toxemias of a pregnaney we would find two constituents more 
often than we have in the past. A further point of interest here is the earbon 
dioxide combining power of the blood plasma. That is a very important determi- 
nation to make in any one of the toxie conditions encountered. 

Dr. Oastler also mentioned the ieterus index which was devised at our labora- 
tory. It is a very simple procedure and IT presume it will interest you because 
of the difficulty that one encounters clinically in determining with the unaided 
eye, whether jaundice is increasing or decreasing. The personal equation enters 
into that a good deal. We have devised a method whereby we ean determine 
rather accurately the amount of jaundice and whether it is increasing or decreas- 
ing. The procedure is very simple. It merely consists in taking some of the serum 
and comparing it with a standard potassium bichromate solution, with a Dubosecq 
colorimeter. 


DR. HAROLD BAILEY.—This is the first case where there has been more 
than one observation on the blood chemistry in acute yellow atrophy. The blood 
sugar in this particular case was high through this toxie period. That is one more 
indication of disaster in the liver. 

One of the most interesting things here shown is the faet that the CO. con 
tent was high. As a matter of fact at no time was it below the point seen in 
normal pregnancy. That is entirely contrary to our ideas in these starving cases, 
and although I listened intently I did not quite eateh how much food this woman 
was able to take while this process was going on. 

There is a case for comparison which has one or two points which I think are 
really of great interest. We had a ease with pain in the lower abdomen, 
just as in Dr. Oastler’s case. This patient was operated upon on the surgical side 
of the hospital and a more or less normal appendix removed. She beeame intensely 
jaundiced and was eventually transferred to the obstetrical ward. At that time 
she was comatose. Her uterus was emptied, blood tranfusion was done and sugar 
solution rectal irrigations. She slowly recovered. It seems to me that this is an al 
most parallel case and perhaps with the clinical point of pain in the abdomen, whieh 
is more or less important. 

On the other hand, this year IT lost a case of pernicious vomiting, the woman 
dying a day after the emptying of her uterus. The blood chemistry in that case 
was absolutely normal throughout the day before she died, except that the CO. 
content was 36. 

As regards the second case (Dr. Bishop’s), I had last March an almost similar 
one in a woman 10 weeks’ pregnant, admitted as pernicious vomiting. She 
vomited throughout a period of about one week. We then felt she was develop- 
ing cerebral symptoms and took the spinal fluid. This led to the diagnosis of 
tuberculous meningitis. We had a little diffieulty in convincing the neurologists 
and the internists that such was the proper diagnosis, but they finally took her 
from us with the uterus unemptied. She died the next day and autopsy showed 
tubercular meningitis. 


DR. W. H. CARY.—What was the size of the uterus in Dr. Oastler’s case? 


DR. HERMANN GRAD.—Several years ago I had a ease similar to the one 
reported by Dr. Oastler. I was called to operaté on a probable ease of ectopie ges- 
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tation. The woman, pregnant 2144 months, was suddenly seized with violent abdom- 
inal pain and went into shock. There were several facts that made me feel that 
the case was not one of ruptured ectopic. First of all, she had a temperature of 
105° F. She was comatose and her hemoglobin was 75 per cent, the leucocytosis 
was high and the urine contained a large amount of albumin with blood (catheter- 
ized specimen). The case showed very marked evidence of kidney disturbance 
and on that basis we emptied her uterus. The patient was entirely comatose. The 
next day she became jaundiced and then a diagnosis of acute yellow atrophy was 
made. She remained comatose for about a week. Two spinal punctures were done 
during that time and proved absolutely normal. The patient finally recovered. I 
was glad that I did not aecept the diagnosis and operate on this case. 


DR. FRANK R. OASTLER.—The CO. combining power in my ease, consider- 
ing the degree of acidosis, was comparatively high. I figure, from my experience, 
that if it gets up around 30, the case is almost certain to terminate fatally. The 
normal is 53 to 77, but 56 to 60 is, I think, a pretty good average. The uterus, 
was about the size of a two months’ pregnancy. She had not menstruated for 
seven months. After one of her pregnancies she was euretted and following this 
she only had a drop of blood once in a while. In other words, she had pretty 
nearly ceased menstruating. 

I would say she was taking her food regularly up to the time of admission. 
Following that, for a period of three days, she had practically no food. The 
only thing she got was 5 per cent glucose solution by rectum. She was vomiting 
and nauseated and in such a serious condition that she was practically moribund 
for two or three days. 


Dr. Greorce W. KosMAk presented the report of a Case of Rupture 
of the Uterus Through the Scar of a Former Cesarean Operation. 


This patient, Mrs. B., was admitted to the Lying-In Hospital, October 27, 1922, 
in the early morning with a history of having gone into labor during the previous 
night (stoppage of pain after an hour). At the time of admission she was in 
good general condition, with a pulse of about 80, not having any pains and com- 
plaining merely of abdominal tenderness on palpation. In view of a previous 
cesarean section, for a generally contracted pelvis, preparations were made to re- 
peat this operation. During the afternoon the fetal heart could not be heard but 
the patient claimed she felt the movements of the child. About noon a slight 
bloody show was observed. A personal examination an hour later showed a slight 
woman with good color, not complaining of anything and having a normal pulse 
rate. The abdomen was soft and the fetus distinctly palpable, giving the im- 
pression of being contained in a thin-wa'led uterus but no signs of fetal life could 
be elicited. The vaginal examination before operation, made for the purpose of 
rupturing the membranes, revealed a closed cervix and no presenting part could 
be felt. Nothing in the patient’s condition afforded any clue to the findings at 
the subsequent operation. 

The abdomen was incised through the former sear to the right and half above 
and half below the umbilicus. The abdominal wall was very thin and as the 
peritoneum was eut through, blood-stained fluid eseaped. The incision was enlarged 
and a rapid survey showed an intact amniotic sae with a fetus apparently at term, 
which occupied the greater portion of the right half of the abdominal cavity. 
The placenta was at the lower pole of the sae and slightly attached to a rent in the 
anterior surface of the uterus. The bag of waters was ruptured and a large well 
developed fetus extracted which showed no signs of life. There was no maceration 
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of the skin, no pulsations in the cord and all attempts at resuscitation were un- 
successful. The placenta and membranes were then readily removed and a further 
examination showed the uterus firmly contracted, well down in the pelvis with 
an ‘‘L’’ shaped rent involving the original sear and extending transversely along 
the fundus as shown in the diagram. (Fig. 1.) There was no bleeding from the 
edges of the rupture and only a small amount of free blood in the abdominal 
-avity. 

It was not thought advisable or necessary to remove the uterus because of its 
firmly eontracted character and the rent was accordingly sutured with interrupted 
plain catgut in the usual manner. There were no other points of hemorrhage. The 
abdomen was closed in layers. 


Fig. 1.—Schematic drawing showing extruded amniotic sac intact with fetus; the placenta 
slightly attached to uterus at the site of rupture, and the relation of the sac to the costal 
arch and intestines. The contracted uterus with the rent was in great part below the pelvic 
brim. 


The postoperative convalescence was uneventful and the patient was allowed 
to go home at the end of two weeks. A postpartum examination made on De- 
cember 8th showed the uterus well involuted, anteverted, not tender and quite 
freely movable. The abdominal sear was firmly healed and the patient’s general 
condition excellent. 

The interest in the case resides largely in the complete absence of shock as- 
sociated with the extensive rupture of the uterus and likewise the lack of hemor- 
rhage and complete extrusion of intact amniotic sac. Instances of rupture of 
the sear of a previous cesarean section are unfortunately not infrequent and care- 
ful studies have been made by a number of investigators to determine the pre- 
disposing factor. Infection of the operative wound, disease of the uterine muscle, 
pregnancies succeeding each other rapidly, prolonged labor without relief, and a 
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number of other causative factors have been brought forward to aceount for this 
condition. The fact that the accident occurs in the experience of almost every 
operator makes it incumbent to weigh the decision in every case where a cesarean 
operation is contemplated and to permit a thorough test of labor in each in- 
stance where no absolute dystocia exists, or where it is not necessary to resort to 
the operation as a life-saving procedure for the mother, such as in certain cases 
of placenta previa, intrauterine hemorrhage, or toxemia. 

In the case under discussion the only faetor which comes to mind is the short 
interval between the woman’s two pregnancies,—only seventeen months having 
elapsed between the birth of her last child and the present accident. 

The question of whether a sterilization of the patient was justified must be 
answered by the operator’s own conscience. I did not consider that a uterus 
which was the site of an extensive rupture should be subjected to the risk of a 
future pregnancy in a woman of this type of intelligence. My reasons for not 
removing the extensively lacerated uterus were that the organ had contracted sat- 
isfactorily, there was no hemorrhage and no danger of infection of the peritoneal 
cavity from the rupture because the cervix was tightly closed and no vaginal 
examinations had been made. I considered that the continuance of menstruation 
was of great importance in this case, as this particular young woman would not 
thus he considered isolated in the ranks of her family and associates. 


Dr. Victor L. ZIMMERMANN presented a report of a case of Rupture 
of Uterus in Labor. 

Mrs. H. M., admitted to St. Mary’s Hospital, December 7, 1921, age thirty-six 
years, white, two miscarriages, four children alive after easy normal labors. Last 
menses February 20, estimated time of confinement, November 27. Pregnancy had 
been normal except for slight edema of ankles during last few weeks. 

For four days previous to admission there had been indefinite pains accompanied 
by a slight reddish discharge, without well-established labor until early in the 
morning of the day of admission. After eight hours of hard labor foreeps were 
applied by two physicians at her ‘home, but after hard tractions for one hour, at- 
tempts at delivery were abandoned and she was sent to the hospital by ambulance. 
At this time the intermittent pains and contractions had ceased, and had given 
way to a severe rigidity of the uterus and abdominal walls, with constant pain. 
Temperature 97°, pulse 152 and weak, respirations 32. Heart sounds good and 
lungs showed no signs of edema, although there was quite marked cyanosis of the 
finger tips. The abdomen was extremely tender, symmetrically ovoid in the upper 
part, but showing a marked, hard, rounded projection in the left iliae region, 
which felt like the fetal occiput and where the tenderness was more marked; no 
fetal heart could be heard. Vaginal examination showed a dry and swollen vulva 
and an old laceration of the perineum. There was a prominent caput filling the 
brim, but no bony engagement. The cervix was fully dilated and well retracted, a 
thin rim only being felt on the right side. She was catheterized and only a few 
drams of bloody fluid obtained. A diagnosis of rupture of the uterus was made, 
and the woman prepared for abdominal section. She was given a quarter of a 
grain of morphine and 500 ¢.e. of saline intravenously. A good deal of bloody 
fluid appeared when the abdomen was opened by a long incision. The fetal head 
was found partly protruding through a rent in the lower uterine segment extend- 
ing from the cervix to. above the insertion of the broad ligament. The uterus was 
incised from the site of the rupture upward for a sufficient distance to permit the 
‘asy removal of the dead child. It weighed 9 pounds, 8 ounces. After removal 
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of the placenta the uterine wound was closed with a few sutures, and then a supra- 
cervical hysterectomy was done in the usual way. It was then discovered that there 
was a rent about 1% inches long in the posterior wall of the bladder at its at- 
tachment to the cervix. This rent as well as the one in the broad ligament was 
closed with some difficulty. A gauze drain pushed down into the vagina, the perito- 
neum sewed over the cervix above this drain and the abdomen closed. A retention 
catheter was placed in the bladder. The after treatment was as usual, with plenty 
of morphine and heart stimulation. The patient had a stormy time for only 36 
hours and then convalescence was good. The gauze drain in the cervix was re- 
moved in forty-eight hours and the next day a good deal of purulent discharge 
began and continued for about eight days. The retention catheter was not dis- 
turbed for one week, when it was removed for cleansing and replaced. The blad- 
der was then washed each day with only one ounce of borie acid solution. All this 
time the urine contained a large quantity of pus. On the twelfth day a gauze 
vaginal tampon was inserted and then one ounce of methylene blue solution in- 
jected through the eatheter. The tampon was removed in ten hours and showed 
no discoloration. 

Three weeks after operation the patient was eystoseoped. F. 25 eystoseope 
passed with ease, a very foul urine removed from the bladder. The bladder con- 
tour was quite normal except at the base where the trigone was deflected down- 
ward. There was a general basilar cystitis of very marked degree; the edematous 
condition worse at the trigone and especially in the region of the right ureter 
ostium. At the base of the bladder was a puckered area, probably the site of a 
suture line; no pockets were found. When the catheter was passed up to the 
pelvis of the right kidney the urine was discharged under pressure. The ureter 
eatheterized specimens were very clear in marked contrast to the vesical urine. 
Both specimens showed positive culture of B. colon and staphylococcus albus. For 
two months she was treated at weekly intervals. At the end of four weeks the 
eystitis was rapidly subsiding; there was still a positive B. coli culture from the 
right kidney; negative from the left. Pus cells per field, right 15 to 20, left 6 
to 8. The final examination on March 6, three months after operation showed the 
woman in good physical condition, the abdominal wound well healed; a relaxed 
outlet with moderate-sized reetocele; the stump of the cervix not tender, no masses 
in the fornices and no tenderness. Cultures from both kidneys negative. Urine 
from right kidney 3 to 5 cells per field. Urine from left kidney 2 to 3 cells per 
field. Micturition normal. 


DISCUSSION 


DR. W. E. STUDDIFORD.—TI have had three eases like the one which Dr. Kos- 
mak has just reported. Two of them were operated on, one of them about four 
days after the occurrence of the rupture, and the other one about six days after 
rupture. In the first case the rupture was not diagnosed and attempts were made 
after the rupture had occurred to induce labor, with the result that the woman be- 
came extremely septic. On opening the abdomen we found a rupture of the 
uterus to the left of the median line, going through the fundus, with the fetus 
and membranes intact, but as a result of the infection, adherent and the seat of an 
infection evidently with the colon bacillus. That woman died shortly following 
operation. 

The second ease was one which I saw during the period of acute pain preceding 
the rupture and made a probable diagnosis of a uterus that was contracting and the 
probability of a rupture of a cesarean sear. Operation was declined at that time. 
The patient recovered from the immediate shock. Two days after the rupture 
she apparently was all right and was allowed to get out of bed, but the abdomen 
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remained distended, the uterus (which was about 744 months’ pregnant) apparently 
formed a mass in the culdesac, filling the upper portion of the pelvis. Six days 
after the rupture had occurred, we found the membranes, placenta and fetus 
covered by omentum or slight adhesions, the fetus undergoing maceration and the 
uterus torn through the left horn, to the left of the median line, the uterus well 
contracted, and aside from some adhesions of the omentum no signs of infection 
or hemorrhage. In that case there were a good many adhesions around the tube 
and a hysterectomy was performed. The woman unfortunately died about forty- 
eight hours later of pneumonia with no signs of infection of the abdomen at 
autopsy. 

The third case was one which 1 reported at a meeting of the Society last winter. 
In that ease there was an acute rupture and operation was done within an hour 
after the rupture had occurred. There was very little shock, just one acute 
pain and then the fetus was apparently forced into the abdomen, and there was 
very little bleeding. 

There is one very significant thing in all four of these cases, including Dr. Kos- 
mak’s, and that is the position of the uterine scar. All of these cases ruptured 
through a fundal sear. In this ease of Dr. Kosmak’s, judging by his drawing, rup- 
ture occurred high up on the right side, and then it tore across above the old cesarean 
incision into the fundus. In reviewing the reports of rupture of a cesarean scar, we 
find that the majority of them occur where there is a fundal incision, and it is not 
entirely due to sepsis. It is probably due to retraction of the uterine muscle at the 
time of suture, or relaxation after the suture has been made, so that there is healing 
of the outer layer of the musele and poor healing of the middle layer and of the en- 
dometrium, leaving a granulating surface, which probably makes a weakened sear. 

I would like to ask Dr. Kosmak, in closing the discussion, to deseribe the loca- 
tion of this scar. 

It seems to me that in operations on the uterus that the incision should be made 
not higher than the upper border of the intermediary segment, and that is probably 
one reason for the success of incisions in the lower uterine segment. It is also im- 
portant to locate the incision as near the midline as possible. 


DR. KOSMAK.—The recital of this case may bring about a feeling of doubt 
in the minds of some of you as to the diagnostic ability of the staff of the Lying-In 
Hospital in the presence of rupture of the uterus. She was seen by the staff man 
and made the trip in the ambulance from her home to the hospital. She was trans- 
ported upstairs and was seen by the house surgeon and finally by me. Nobody 
made the diagnosis because there was nothing to call attention to the accident, and I 
cannot understand to this day why this sae after all the transportation and handling 
to which she was subjected, did not rupture. Palpation of the abdomen, as I said, 
seemed to show merely a thin-walled uterus. There was no tenderness at the time 
that I examined her, although the house surgeon told me when he first saw her she 
was quite tender. 

In answer to Dr. Studdiford’s question, I would say the drawing does not quite 
indicate the position of the sear. The original operation was done through the 
midline and the horizontal portion shown in the drawing here was the new rent. At 
the Lying-In, the cesarean incisions are ordinarily made below the fundus along 
the anterior wall of the uterus in the median line. 

I think in this ease there were probably two factors at work. There was in- 
fection in the former puerperium as shown by the more or less constant temperature 
during the first week, and a rapidly succeeding pregnancy. I have had cases with 
very serious infections of the uterine sear that went through a subsequent preg- 
naney without any difficulty at all, but in those eases there was a longer interval 
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between the pregnancies, whereas in this case there was a total of only seven- 
teen months. 


DR. J. MILTON MABBOTT.—May I offer a suggestion as to why the mem- 
branes are found unruptured? It is probably because of the contraction of a 
strong part against a weaker part. The membranes are practically loosened from 
the endometrium. The moment a part of the fluid with the membranes escapes 
from the uterus the abdominal pressure becomes greater by reason of the fact that 
more is extruded into the abdomen outside the uterus. Therefore, there is no par- 
ticular reason why the membranes should rupture after that. 


DR. ZIMMERMANN (elosing).—This is the third ease I have had of rupture 
of the lower uterine segment following instrumentation and a rupture into the peri- 
toneal cavity. In all these cases there has been an injury to the bladder. I be- 
lieve that the difficult part of the handling of these cases comes after the opera- 
tion on account of the accompanying eystitis. In one of the cases there was an 
abscess of the kidney. I believe that the essential part of the treatment is up to 
the genitourinary surgeon. 


Dr. Epwarp W. PiInkHAM presented the report of a case of Artificial 
Impregnation and of the Fallibility or Unreliability of X-Ray Pic- 
tures in a Gynecological Case. 


In Case I, besides the fact that conception took place immediately after artifi- 
cial injection of semen into the uterine cavity of a previously sterile woman, the 
bacteriologiec history is typical, in the writer’s experience, of a large number of 
infected cases with a putative gonorrheal history, when the gonococcus has not been 
found. 

CASE IT is a glaring example of how easy it is to be influenced by laboratory 
findings, in spite of the fact that frequently these findings flatly contradict clinical 
signs and symptoms or, at least, tend to minimize their importance. We all recog- 
nize how general this tendency is, and nowhere is it more pronounced than with 
x-ray pictures. Too many men are convinced of infallibility of Roentgen findings. 

CASE I.—Mrs. X, age thirty-one, having been married one year, came to the 
writer’s office in July, 1921, to find out why she had not become pregnant. As a 
child she had had scarlet fever, measles, and mumps before ten years of age. At 
fourteen she had jaundice. Ten years ago she had the glands of the neck on the 
right side removed for persistent swelling. Three years after repeated attacks of 
tonsillitis, which she had had from childhood, she had a tonsillectomy. Her periods 
up to five years ago were regular, of the twenty-eight day type, since then they 
have been every twenty-four days, lasting for from four to five days, with moderate 
flow and no pain. Bowels regular. In December, 1920, she went one day without 
passing water. When she did pass it there was considerable pain. This lasted only a 
few days. In March, 1921, while in Rome, she went over her period six weeks, but 
flowed not much more than normally after a good deal of active travelling. In 
June, 1921, period was less in amount and accompanied by severe backache. She 
passed a large plug of mucoid material just after the flow ceased. During her 
July period (11th to 15th), which came on time, she had a good deal of burning 
on micturition. This has continued to the present time, July, 19. She has pain 
on coitus and has lost twenty-one pounds since December, 1920. Examination showed 
the uterus acutely anteflexed, and somewhat immobilized. Right tube very tender 
to touch. Right ovary enlarged. Marked endocervicitis with proliferation. Pro- 
fuse mucopurulent discharge. Repeated smears from the vulva and cervix showed 
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many diplocoeci morphologically the same as the pneumococcus. No gonocoeci found. 
Urine, not catheterized, showed a marked trace of albumin, much pus. Husband 
acknowledges gonorrhea fifteen years ago, with a ‘‘slight’’ attack six years ago. 

Treatment consisted of rest in bed most of the time. Tampons of glycerine, 
hot douches while acute symptoms lasted. The cervix was then treated with twenty- 
five per cent alcohol injections and intracervical applications of gentian violet, fifty 
per cent. 

On November 30, all pelvie symptoms had entirely disappeared for more than a 
month. The Carey test for tubal patency was tried. A short while after the pa- 
tient had gone home, she had a slight pain in the left side which lasted for one 
and one-half hours. On Deeember 15, one and one-half hours after intercourse, 
sperma in the vaginal pouch were found inactive, while those in the cervix were ac- 
tive. With a Carey pipette, 1 c.c. of cervieal fluid with sperma was injected into the 
uterine eavity. At this time the cervical condition was very much improved: no 
erosion or swelling. There was a moderate amount of cervieal plug. No coitus af- 
ter injection. On January 4, 1922, she was nine days overdue and had had some 
erampy pains. Patient went on normally to full term, giving birth to a 6% pound 
baby girl on September 15. The labor was dry and the position O.D.P. Delivery 
was normal, without tear. 

The baby had double talipes varus. On the third day she developed a conjune- 
tivitis in the left eye, although the usual hospital prophylactic instillation of argyrol 
had been done. This was aborted by hot borie acid lavage. The microérganism was 
the pneumococcus. Two days later the other eye showed some redness, which sub- 
sided under the borie acid treatment. Five days after birth the left breast showed 
some swelling, which went down after bandaging. Two days later she developed 
an abseess in the right breast, which was incised. The microédrganism was the 
staphylococeus albus. 

The interesting point in this case, from a bacteriologic standpoint, is the pres- 
ence of the pneumococcus, both in the mother and child. It has been the writer’s 
experience that, in a large majority of chronie cases of cervicitis when there has 
been expesure to the gonoeoceus, the pneumococeus, or a microérganism morphologi- 
cally indentical, has been found. This applies to chronie eases in little girls as well 
as in adults. The importance of this is, in the writer’s opinion, in the treatment; 
mild antiseptic lavage being preferable to the stronger silver treatments. 


Case II.—In July, 1922, the writer was called to operate upon a supposed case 
of intestinal obstruction. Before leaving town, he was asked to go to the office 
of a well-known x-ray specialist and look at the picture which had been taken two 
days before. The specialist pointed out an obstruction in the jejunum. He was 
very positive in his diagnosis and urged immediate operation. The family doctor 
was also convinced of the necessity of surgical intervention, but was not quite so 
positive. On arriving at the patient’s home the following history was given: The 
woman, thirty-nine years old, had been vomiting for the past ten days; had been 
unable to retain anything, even fluids. The retching was growing worse every day. 
The bowels had been moved by enema the day before. There had been no tempera- 
ture, but the pulse was about 100 to 110. She had two children, 17 and 6 years, 
and several miscarriages. She had been troubled with constipation since the birth 
of her first child. In April of this vear she had a phagedenie ulceration at the post 
commissure of the introitus vaginae, which had vielded to silver nitrate and rest in 
hed. 

Examination of the patient showed a flaccid abdomen, no distention and no tumor. 
Temperature normal and pulse 100. In the pelvis there was a moderate amount of 
swelling on both sides, with a good deal of pain on palpation. The uterus was 
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somewhat fixed. The patient’s bowels had been moving whenever a laxative or 
enema had been given. 

She was not operated on. Appropriate treatment for the pelvic condition relieved 
the patient of all symptoms in a few days, and in two weeks she was entirely well 
and has remained so ever since. Undoubtedly, this was a case of reflex stomach ir- 
ritation from pelvie inflammation. There was no sign of intestinal obstruction 
clinically, and only the symptoms of vomiting and the x-ray picture to justify such 
a diagnosis. 


DISCUSSION 


DR. W. H. CARY.—I want to emphasize the fact that I am more and more 
convinced of the importance of endocervicitis as a cause of sterility in the female. 
There is no question but that a great deal of sterility is due both to the result of 
infection and to the presence of the thick gelatinous, tenacious plug that we see in 
these long established cases of infection with hypersecretion of mucus. 


Dr. O. P. HumMpsTone presented the report of a case of Dystocia from 
Fibrosis Cervicis. 


Mrs. — was admitted to the Methodist Hospital on July 21, 1922, having been 
referred early in her pregnancy. 

She gave the following history: forty-nine years of age, married twenty-seven 
years, she had had eight children, the oldest twenty-six years old, and the last 
previous child 10 years ago. Her previous labors had all been difficult and ended 
in forceps deliveries, none followed by any infection. She had had no miscarriages. 
She was operated abdominally fourteen years ago and a large ovarian cyst was 
removed from the right side. Her menstrual life had been entirely normal up to 
Oct. 12, 1921, when the last menses occurred, and she supposed she had reached the 
menopause. She consulted her family physician after missing her second period, 
and he, finding the uterus enlarged, referred her to me. When told she was pregnant 
she laughed me to scorn, but consented to be kept under observation. Quickening 
occurred in the middle of February and she was due to be confined July 19, 1922. 
Her pregnancy was without incident except for the development of an unusually 
large fetal ovoid. I sent her to the hospital for study because of the overdistention 
of the uterus from an evident single fetus, without undue fluid, when she had passed 
her full term of her pregnancy. On her admission, examination showed a well built 
woman of middle life weighing 160 pounds, 5 feet 8 inches tall, with satisfactory 
findings of heart and lungs and kidneys and gall bladder but with considerable 
edema of the lower extremities from intraabdominal pressure. Her pulse and respi- 
ration were normal. Her blood pressure was 120/70. Her blood picture normal. 
Her urine contained a trace of albumin. The fundus measured 40 em. The head 
presented at the brim, hard and large, the fetal heart, 124, in the left lower quad- 
rant. The uterine musculature was thick and firm. Rectal examination showed the 
presenting part above the brim; the cervix 2 em. dilated, 114 em. thick, a firm hard 
ring high up in the pelvie cavity somewhat fixed. The full significance of these 
findings did not impress me at the time. She was not in labor. 

My impression was a healthy elderly parous woman at term or over, with a some- 
what oversized child. I entertained and advised induction of labor at term. 

She was given two ounces of castor oil and this was followed in three hours by 
ten grains of quinine by mouth, and a twentieth of a grain of strychnine by hypo- 
dermie. At the end of twenty-four hours she had no further result from these than 
a thorough purgation and a headache. She was then prepared and taken to the 
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labor room and without anesthesia was induced to labor by stripping the membranes, 
introduction of a soft rectal tube into the lower zone of the uterus and the inser- 
tion of a No. 3 Voorhees bag into the cervix. At this time I noted the cartilagi- 
nous hardness of the senile cervix and feared lest it would not dilate. Note was 
also made of the inelasticity of the vagina. 


She was put back in bed and promptly began to have labor pains which in four 
hours had become very strong and almost continuous, requiring a sixth of a grain 
of morphine to ease the suffering. In eight hours the labor pains had entirely died 
away, the baby’s condition was excellent; and the mother weary from the efforts at 
labor but otherwise in good condition. The cervix was just as before 24% em. di- 
lated, 1% em. thick like a cartilaginous ring with the Voorhees bag jammed down 
into it. After twelve hours with no further labor, consideration was given to op- 
erative delivery. Diihrrsen’s incisions with a Schuchardt incision of vagina and 
perineum were thought of and discarded because of the large baby with hard 
head and the general rigid condition of the pelvic tissues. Cesarean with im- 
mediate hysterectomy was determined upon as offering the best chance to both 
mother and child. The operation took forty minutes and was complicated by 
adhesions at the seat of the previous ovarian cyst operation on the right side. The 
cesarean wound in the uterus was not sutured but packed and an undue amount of 
blood was lost while getting the clamps properly placed on the right side. The 
baby, a boy, weighed 9 pounds, 11 ounces, alive and normal, 54 em. long and in the 
occipito bregmatic diameter 12 em, with a biparietal of 10 em. The patient’s 
pulse at the beginning of the operation was 110 and at the end 135. She left the 
table in good condition. At the end of two hours her pulse was 110 and regular, 
of good quality. She was given a hypodermoclysis at once after returning to her 
bed which was placed in low Clark position, and she was thoroughly morphinized. 
She continued to improve for seven hours after the operation when she suddenly 
went into shock and inside of an hour was pulseless, unconscious, and seemed to be 
approaching dissolution. Her husband’s blood had been found to match hers and 
490 ¢.c. were given by the citrate method and worked a miracle. In an hour her 
pulse could be counted at 152, she had a reactionary temperature of 103.5°. The 
usual stimulants, hot eoffee by rectum, external heat and adrenalin chloride, and 
eomplete morphinization, were exhibited. At this time her blood pressure was 
100/50 and her color index 1, the red cells 2,692,000, 53 per cent hemoglobin. 


Her convalescence was marred on the seventh day by the development of a 
cystitis which in the light of her marked secondary anemia, resulted in a profound 
disturbance of the ‘‘ pace maker’’ of the heart, to quote the internist who saw her, 
and the practical effect was another collapse and shock. Another transfusion of 
300 ¢.c. of the husband’s blood brought as immediate improvement as before and 
she went on to further uneventful surgical convalescence. The abdominal wound 
healed by primary union. Examination on discharge 26 days after operation showed 
a slight exudate in the vault of the vagina. Red cells, 3,696,000; fifty-nine per 
cent hemoglobin, 8800 leucocytes. Her blood pressure remained abnormally low, 
90 over 50. The menopause symptoms were very marked, much more than usual 
after hysterectomy with bilateral salpingo oophorectomy, but we have seen this often 
in the presence of severe secondary anemia. Her condition was much improved 
by the hypodermic use of lutein and iron and arsenic. 

The baby left the hospital well with the mother. 

Summary: Pregnancy in advanced life; dystocia from senile fibrosis of cervix, 
failure at attempts at induction, cesarean with hysterectomy, delayed shock, trans- 
fusion, prompt reaction, secondary shock from urinary sepsis complicated by the 
presence of profound anemia, transfusion, normal reaction, profound menopause 
symptoms in presence of secondary anemia, recovery of mother and child. 
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Deductions from the experience: 1. Never induce labor in the presence of senile 
fibrosis of cervix. 2. Always take a few sutures in the uterine incision in cesarean 
operation if a hysterectomy is to follow to prevent undue bleeding. 3. Menopause 
symptoms when associated with serious secondary anemia are always more urgent 
and very satisfactorily controlled by the hypodermie administration of lutein and 
iron and arsenic. 


DISCUSSION 


DR. A. M. JUDD.—It would seem to be more logical in a case of this kind to 
do a hysterectomy first and then a cesarean. It is very easily accomplished and 
you are not going to kill the child by any such procedure. It has been done in 


some of my cases. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
STATED MEETING, OCTOBER 12TH, 1922 
THE PRESIDENT, Dr. STEPHEN E. TRACY, IN THE CHAIR 


Dr. Norman L. Knipe read a paper entitled Version in the Manner 
Suggested by Potter, as a Safe, Routine Procedure in Delivery; with 
a Report of over a Hundred Consecutive Cases without the Death 
of a Child. 


My purpose in reporting this series of over one hundred cases of version with- 
out the death of a child, is simply to add the result of my experience to that ob- 
tained by others who have given modern version a fair and unbiased trial. 

Version is not a new procedure; neither are most of the many surgical opera- 
tions we do today without thought of failure. But in the last twenty years these 
operations, due to our increasing skill in technie and asepsis, have given us favor- 
able results which we were never sure of before. 

Is there any reason, therefore, in our refusing to accept the possibility that 
even such an ancient obstetrical operation as version may be so improved as to 
give us end results decidedly superior to those of Nature at her best? 

If we allowed Nature to have her way, few of us perhaps, would be here to- 
night. We should certainly not have to worry about the overpopulation of the 
world a hundred years hence and that always interesting, much-diseussed and ex- 
citement-producing subject of birth control would cease to have any interest what- 
ever. 

I believe that version, modern version, is a safe routine procedure to follow by 
the skilled obstetrician in nearly all cases of labor. You will not agree with me if 
you are thinking of version in the clumsy way it was formerly managed. Neither 
will you agree with me if, putting yourself in a previously antagonistic attitude, 
you read Potter’s book and don’t practice the operation. 

I might say here that I do not agree with Potter in thinking it is a safe pro- 
cedure for the physician doing occasional obstetrics to follow, unless he has been 
earefully taught the method on a large series of cases and then follows it routinely. 
I say this because although I visited Buffalo and saw Dr. Potter deliver a number 
of cases, I often found myself in the beginning, forgetting occasionally some of 
the steps which should he remembered to get good results. Gradually however, I 
heeame more confident and expert as the number of cases increased. 
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Remember that one of the satisfactory things about version is that it does not 
make the slightest difference what the cephalic presentation may be, the version is 
always done in the same way and the after coming head may be guided through 
the desired oblique diameter of the pelvic inlet. The only presentation that is not 
desirable is that of the breech. 

A brief outline of my first hundred cases may be of interest. Left presentations 
about 60 per cent; right presentations about 30 per cent; one case of twin birth. 
The presentation of a few of the cases seen in consultation, has been forgotten. 

Two cases of shoulder presentation which during pregnancy had been diagnosed 
as transverse. 

Two eases of placenta previa, neither case central in type but both eases bleeding 
at the onset of labor. 

Two cases associated with gonorrhea contracted with the pregnancy, i.e., newly 
married women becoming pregnant by infected husbands. These two cases had a 
very satisfactory afebrile convalescence. 

There were several cases in which previous labors had been very difficult. One 
of these cases I delivered safely of the third child. The first two babies had been 
lost by difficult forceps deliveries. 

Another case gave a history of a very difficult forceps delivery with first child. 
She received a complete tear through the sphincter and was referred to me for a 
repair. Naturally she looked forward to her second pregnancy with fear and 
trepidation. Notwithstanding the fact that she was two weeks’ overdue and re- 
quired the insertion of a bag to start labor, her delivery was not difficult. A tear 
of only three-quarters of an inch in length occurred through the inelastic perineal 
sear tissue. 

In the next series of 100 or even of 50 eases, I might misjudge the relative 
proportion between the size of the pelvic inlet and the fetal head and attempt 
version on cases that should have had cesarean sections. But certainly I should 
make the same mistake by applying forceps; and any case that may be delivered 
safely by forceps may be delivered by version. 

So far I have been fortunate and have had no eases of abnormally large heads 
or excessively flat pelves to cause trouble. 

I have done the Potter version on every case that I could get to in time. If I 
have found the head so far advanced that the usual damage eaused by the hard 
head digging into and tearing the levator muscle and pelvie floor, had already 
occurred, I have allowed the head to keep on coming and have tried to preserve, so 
far as possible, the more unimportant perineum. 

I agree most emphatically with Potter, that less damage is caused to the pelvic 
floor by version than by a head presentation. This I have proved by repeated 
examinations. 

After thoroughly stretching and enlarging the vaginal canal by the proper kind 
of manipulation, the feet, the legs, the thighs and then the buttocks and body are 
brought down, dilating the vaginal canal in the same cone-like way that the Voor- 
hees bag dilates the cervix. One does get quite often small tears of the perineum, 
but IT have always thought that these were caused by too much anxiety and haste to 
end the labor and could have been generally prevented by a calmer and less hasty 
delivery. But such tears are unimportant compared to the more severe and com- 
plicating injuries to the pelvie floor. 

In any delivery of a pregnant woman: 1. We wish to deliver the mother safely 
and leave the birth eanal in good condition. 2. We wish to deliver a living and 
uninjured child. 3. We wish to save the mother as much suffering as possible, and 
the most logical way to do this is to shorten the time of her labor. 

These three things we are able to do by version: 1. We are able to deliver a 
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living and uninjured child as frequently as may be done in normal deliveries or 
in deliveries with-foreeps. 2. We can do so with safety and less injury to the 
mother. 3. We can save her from the worst of her labor pains and cut the time 
of her labor in half. 

The objections to version as a routine procedure seem to be as follows: 1. It 
is said to be more dangerous to the child. This I do not believe. 2. That it is more 
likely to produce septic infection, because the hand is introduced into the vagina 
and uterus. I have not found this to be true. The temperature charts of version 
cases seem to be more nearly normal than cephalic cases. And this is due I be- 
lieve, to the less bruising and tearing and thorough cleansing sustained by the birth 
canal in performing version. It is my firm belief that practically all of the sapremic 
temperatures occurring after labor, result from wounds in the birth canal and not 
from any uterine infection except in a few cases of retained secundines. 

Those who are constantly declaiming about the danger of inserting the hand 
into the uterus, or even examining a case while in labor, seem to forget entirely the 
various operations in which entrance is made through the vagina not only into the 
uterus, but into the peritoneal cavity itself. I might mention vaginal hysterectomy 
and hysterotomy, the interposition operation, ete. It was not more than a few years 
ago that I listened to a member of this Society advising quite emphatically that 
every cesarean section which had been previously examined through the vagina, 
should have the uterus removed. Of course the pendulum has swung backward to 
more or less sanity and normaley, but there are obstetricians who are still confused 
as to the entrances and exits of the body and use the rectum for other than its real 
purpose. 

Finally, I have given version a good trial. I like it and shall continue to use 
it because the results are better than I have obtained in any other way and I have 
succeeded in shortening the time of the mother’s labor and thereby saved her much 
suffering. 


DISCUSSION 


DR. WILLIAM R. NICHOLSON.—It is a matter of great importance that we 
have a clear and definite idea as to just what we are about to discuss. As I un- 
derstand the question it resolves itself into whether we are willing to advocate the 
use of version in uncomplicated normal laber in order to save the woman the ex- 
perience of the second stage. Put in this way it will be noted that the question of 
version to meet pathological conditions is not under discussion. Indeed there could 
be no difference of opinion here as all obstetricians are in accord in believing that 
version frequently offers the best and in many instances the only method suitable 
to effect delivery. 

It will also be noted: that the question as to whether Dr. Potter is acting wisely 
in conducting his cases according to this plan is not under discussion. In order to 
clear the way it is only fair to state that Dr. Potter is without doubt the most 
expert versionist in the world today and that he has done a marked service in stand- 
ardizing and emphasizing the operation though, after a careful study of his technic 
as given in his book, I fail to find in his technic anything essentially new. It goes 
without saying that any normal case can be delivered by version at the end of the 
first stage. Not only has Dr. Potter proved this, but it has been the common knowl- 
edge of the profession for ages. 

Now as to the question before us, namely, our sanction of the operation of 
version in normal cases. This is the real point at issue and we should discuss it 
with a full realization of our responsibility in the matter. We must realize that 
we are discussing an obstetrical procedure advocated for normal cases and we must 
remember that while the ordinary practitioner does not consider himself competent 
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to do the major gynecological operations, he does feel that his experience in ob- 
stetrics has made him perfectly competent to deliver a normal case. If therefore 
this Society goes on record as advocating version in normal labor to prevent the 
suffering of the second stage we shall assume a responsibility from which I for 
one most certainly shrink. Can we honestly say to our fellow practitioners that it is 
right for them, forsaking the well established means of control of pain and nul- 
lifying Nature’s mechanism, to routinely convert normal head presentations into 
those of the breech? 

This operation of version is a major obstetrical procedure and for its safe per- 
formance, good judgment, aseptic technic and deep anesthesia are prerequisites. I 
am frankly of the opinion that if this Society should set its seal of approval upon 
this procedure there will be much time saved in the practice of obstetrics in this 
loeality together with a perfectly unjustifiable loss of fetal and maternal lives. 


DR. COLLIN FOULKROD.—If we are discussing the introduction of version in 
place of normal delivery, and I take it this paper has been presented with this end 
in view; it seems to me that more than one voice should be raised in this Society 
to stamp its disapproval upon such an action. If 60 per cent of Dr. Knipe’s cases 
were left sided children the majority of that 60 per cent were L. O. A. and in 
my experience my L.O.A. deliveries are normal, with perhaps a slight cutting of 
perineal body. It has been my experience, just as Dr. Potter expressed it, that 
the record in textbooks regarding right sided babies making only 5 to 10 per 
cent of the total is inaccurate, that there is a growing increase of right sided chil- 
dren; these make up the biggest bulk of the obstetric operations today and are per- 
haps the major field for forceps delivery and version. Neither Dr. Knipe nor Dr. 
Potter have demonstrated to me that they can stretch the vagina with their fingers 
as well as it can be stretched by the bag of waters, or by the head, nor do I believe 
that when I stretch the vagina for version none of the muscle fibers give way; the 
muscle may break even if the mucous membrane is intact. It is far better for us, 
as pointed out, if we have need for such stretching, to cut. Certainly 60 per cent 
being first position children would have given good dilatation, but if any one at- 
tempts to do a version he must take into consideration the laceration of the upper 
pelvie canal as well as the lower and it is impossible for them to convince us in 
eight to ten pound babies, of which we see a certain proportion, that they can do 
version as well as head presentation. I rather hoped that commendations would be 
placed upon the improvement Dr. Potter has instituted. Several things are new 
which have come out, so I believe much can be learned by studying his book and 
method and much can be learned by way of relieving women of pain. 


DR. DANIEL LONGAKER.—I want to say that I agree very fully practically 
with everything that has been said and I want to congratulate Dr. Knipe partic- 
ularly upon his brilliant results. He has certainly shown very remarkably good 
judgment. There is one point, however, in which I cannot agree with Dr. Knipe. 
If I did not misunderstand him, I think he said that any baby that could be de- 
livered by forceps could also be delivered by version. I must say, if this be true cer- 
tainly Potter would substantiate it, but he does not. In June, 1921, I spent three days 
and two nights with Potter. I saw him deliver eleven babies. The last case I saw was 
certainly worth a trip to Buffalo; more about it later. I would say to Dr. Nicholson, 
while I agree with what he says and while I would second the word of caution in re- 
gard to the general adoption of this method, I believe if he went to Buffalo he would 
see that there is something totally new there, something of which written accounts 
give an inadequate idea, an amount of team work and consistency of operating which 
is new. I have never seen anything, or read anything like it and I am sure Dr. 
Nicholson will sound a different note after he comes back. To come back to my 
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story, the last one of Potter’s cases proved Dr. Knipe’s statement is not correct. 
This was a patient that ought to have been a very favorable case for version. She 
was a multipara, actively in labor. Her membranes had not ruptured. Potter af- 
ter his usual method, worked a few minutes, and I saw him begin to worry, 
usually he does not. He worked probably thirty seconds longer and taking his hand 
out and turning to the relative he said, ‘‘Doctor, I cannot turn this baby,’’ there- 
upon he had ready a pair of short forceps and made a very skillful forceps delivery. 
Now I think this may be accepted as proof that every case cannot, or ought not, 
be delivered by version. I do not care to state my own results, but I have prob- 
ably not used as good judgment as has Dr. Knipe. I have had no trouble, I have 
not gone over all cases; there have been approximately 150. I have turned 
eases which I should not have turned. There are, I may say, certain women 
whose expulsive pains come on so rapidly that unless one gets the feet down very 
promptly he is going to have difficulty. Going back to the early days of this So- 
ciety, of ‘‘version versus foreeps:’’ There is no doubt in my mind, demonstrated 
by my own work, that you can get a larger baby safer through the pelvis by 
version than by forceps. The worst lesions inflicted on women were from forceps. 
That these same cases could be safely delivered by version and without traumatism, 
is equally true. Probably the increased class of bad cases we see, the cystoceles and 
reetoceles, are the women who have had a large number of children unaided. There 
is another way of proving whether version makes fascial and muscle tears and that 
is to examine the patients afterwards. Examine your cases after a month and two 
months and I am sure you will be delighted with the results. I am convinced by my 
own examinations that many of these women present healthy intact canals, practi- 
eally virginal; the same cannot be said of forceps. 


DR. GEORGE M. BOYD.—This Society had the pleasure of hearing a paper 
on version by Dr. Potter of Buffalo about a year ago. I then stated that I believe 
in the use of version for the usual indications, hemorrhage or faulty position of the 
fetus but do not approve of its routine use for the purpose of eliminating the second 
stage of labor. Sometimes version is of value when the foreeps fail. TI believe the 
time element in labor is very important. This method of accouchement forcé not 
only interferes with nature’s physiology of labor but may be unnecessary and 
harmful. By performing version for the purpose of shortening the second stage of 
labor, you add much work to the obstetrician, for every case is made an operation 
and you relieve the patient only of the second stage pains. In a review of 10642 
deliveries at the Philadelphia Lying-in Charity, I found that in nine cases out of 
ten, labor was spontaneous and that our conservative method of delivery gave a 
satisfactory fetal and maternal mortality. Only in one ease out of ten was some 
manual or instrumental assistance necessary. 


DR. EDWARD A. SCHUMANN.—TI think the diseussion has been diverted more 
or less into the matter of the technie of operative delivery. The real question is 
whether or not the profession cares to accept the challenge which was flung to them 
almost simultaneously by Dr. De Lee of Chicago, and Dr. Potter of Buffalo, that 
every obstetrical case should be terminated by operative means. Shall we endorse 
the method of Potter by version, that of De Lee with his prophylactic forceps and 
formidable episiotomy or shall we insist that normal labors be allowed to terminate 
spontaneously. Of the two operative procedures IT am strongly in favor of Potter’s 
method, but I wish to emphasize here my very strong opposition to the termination 
of normal labor by any operative interference whatever. 

DR. ALICE WELD TALLANT.—TI feel, with Dr. Nicholson, that in laying so 


much stress on shortening of labor, when it only shortens the seeond stage, Dr. Pot- 
ter makes a great mistake. T tried to speak of that when he was here. I agree with 
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Dr. Nicholson that the first stage is the time when patients suffer the most. Dur- 
ing the second stage the pain is comparatively short. As to performing version in 
every patient in second stage it does not seem reasonable. Dr. Knipe is to be con- 
gratulated on having shown better results in fetal mortality than Dr. Potter. 


DR. J. STUART LAWRANCE.—One of my reasons for being opposed to Pot- 
ter’s indications for version is a fear of entering the vagina. I think that I have 
some grounds for this fear when I look back over the records of St. Mary’s for 
the past year. The service there consists of three classes; First, clinie;—Second, 
emergency ;—Third, cases we call non-service (not delivered by the obstetrical staff). 
The clinical cases are conducted without any vaginal examinations at all. Rectal 
examinations are used entirely. The emergency cases come to us after having a 
great many vaginal examinations, and sometimes attempted operations. Our morbid- 
ity standard is based on that of Rotunda Hospital, of Dublin; i.e., Tempt. above 
99° thrice, and pulse above 90. For the past year I find the morbidity of the 
clinie cases is 7.25 per cent; while that of the emergency cases is 21 per cent. Al- 
though this is a small number of cases; i.e., 295, these figures indicate that there 
is some danger in needlessly entering the vagina. I advocate version if the class- 
ical indications are present, but not as a routine. In 1919 out of 243 labors from 
7 to 10 lunar months, there were four versions; maternal mortality 0; infantile 
mortality four. In 1920 out of 302 labors from 7 to 10 lunar months there were 
seven versions with an infantile mortality of four, and maternal mortality of one. 
In the year 1921 out of 262 labors there were 16 versions one infant dying; ma- 
ternal mortality 0. 


DR. CHARLES S. BARNES.—I was very much interested in the reference Dr. 
Longaker made to the failure in accomplishing version in one case of Dr. Potter’s. 
T am impelled to ask why he did not sueceed. Was the head too far down? I 
did not know he ever admitted failure, except in that case. I perhaps use version 
more often than I used to do, although I have always used it a good deal. Fre- — 
quently in cases in which formerly high foreeps were supposed to be indicated, I sue- 
ceed much better in doing version. I have had a series of cases in the past months 
in which there was moderate flattening of the pelvis, in some of which the head 
was fixed, in which I contemplated forceps but in a number of them did version 
and extraction. 


DR. LIDA STEWART COGILL.—Dr. Knipe should be congratulated for pre- 
senting a topic upon which there is such a difference of opinion. Tonight we are 
talking about routine version in all cases, I would ask does he mean that our stu- 
dents and internes shall he taught that routine version should be done in every 
case? T would like to ask what form of anesthesia he uses, the length of time it 
takes to ‘‘iron’’ out the vagina, and the perineum and if he will state the number 
of cases of maternal mortality, as reported by Dr. Potter. 

I heartily agree with Drs. Schumann and Nicholson, in the cases IT have heard of 
recently where sepsis followed routine version, colon bacillus was given as the cause 
of infection. Is it not likely we will frequently have that form of infection if 
long manipulation of the parts, due to ironing out the vagina, is practiced? In 
Dr. Knipe’s case he brought out that he had noticed early that the patient had a 
very foul rectal discharge. Would not that really have been a contraindication for 
version? 


DR. KNIPE (elosing).—The Potter version differs from the ordinary version 
and there is as much distinction between Potter version and ordinary version as 
there is between old methods of operating and present-day methods. Potter irons 
out the vaginal eanal for about ten minutes because he wants to get results; that 
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result is thorough stretching of the levator ani muscle. Dr. Foulkrod said I spoke 
continually of the more unimportant perineum and vaginal floor; when the head 
comes down it digs into the pelvic floor and it dilates by tearing. The pelvic strue- 
tures above I continually emphasized as being the most important in the whole 
vagina. Now as to advising routine version for the general practitioner, I state 
in my paper I do not. I said that modern version ought to be taught in our medi- 
al schools to students so they will have a chance to use it. I believe it is just 
as logical to do version routinely as it is to do anything else routinely where we 
think it is an improvement on what we have had before. We do cesarean section 
on certain cases. I think we have just as much right to emphasize this version as 
cesarean section. Now we do section with impunity and we have a right to do it. 
Dr. Tallant mentioned the length of the first stage and the shortness of second 
stage. What is the first stage of labor? The first stage of labor is up to complete 
dilatation of the os. What is the period of labor between complete dilatation of 
the os and time it begins to come from pelvie outlet? It has no name. I have seen 
and you have seen a head being pounded for hours, long after the os dilated. Then 
is the time to do version at full dilatation of the os and save the woman a great 
deal of pain. In answer to Dr. Cogill: I have always used chloroform, as a rule 
Potter does. I have never had bad results with chloroform anesthesia in confine- 
ment. It takes about ten minutes to iron out the pelvic floor. I do not remember 
what Dr. Potter said about maternal mortality. I had one ease of maternal mor- 
tality and I think Dr. Cogill is right, if I had noted the odor I possibly would not 
have done a version for fear of contaminating, but it was not until I started to 
manipulate that this material was squeezed out and then I went ahead with the 
version. 


Dr. CoLLIN FouLKrop reported two cases of Encephalitis Complicating 
Pregnancy and a case of Acute Anterior Poliomyelitis Complicating 
Pregnancy. 


The recognition of encephalitis is of recent origin. 

The reaction of pregnant women during such complications has proven, in our 
experience, to be of such importance that we think it best to place on record the 
history of those eases which have occurred in the service of the Presbyterian 
Hospital. 

It is of general importance to note that in both of these cases the patient showed 
convulsive twitching. This twitching was mistaken by the general practitioner for 
eclamptie convulsions and the patient was sent in as an eclamptie. 

Our suspicion was first aroused by the low blood pressure and absence of urinary 
irritation in one case and in the other it was extremely difficult to differentiate be- 
tween the two because at times there was a cloud of albumin and the pulse tension 
did rise to 160 systolic in the middle of the disease. 

Labor in these cases assumes the same type as is seen in other acute infections. 
Relaxation of the cervix, a flaccid uterus and yet a normal delivery. There was 
no marked hemorrhage after delivery. The patients were shocked afterward and 
in the seriously ill case immediate death occurred. In the other one; death from 
complications at a later date. 

In the one with cord involvement the patient lived but the baby apparently died 
in utero. 

The prognosis is as serious as that of the complicating diseases and while I 
think that labor may be a factor in the death of some patients, still I think that 
they were so ill they would have died anyhow. 
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Case I.—Mrs. A. 8., admitted to hospital with the history of having had in- 
fluenza two weeks previous and having been ill for a week after being admitted. Her 
temperature was normal, pulse tension 130 systolic, urine scanty and showed a large 
trace of albumen and granular casts. 

She was placed on eliminative treatment and at the end of twenty-four hours 
pulse tension dropped. At the end of forty-eight hours her pulse tension was 160. 
She was semiconscious and delirious. On examination cervix found to be one-third 
open, membranes pouching and head in the pelvis. Membranes ruptured and liv- 
ing child about twenty-eight weeks (female) born. 

atient then continued in about the same condition with irregular nervous 
twitching over all the body, pain in abdomen, ptosis, palsy in area of third nerve. 
Some irregular muscle twitching. Pupils somewhat fixed. On the fourth day she 
developed a paralysis of the left side, the arm first and then the foot, accom- 
panied by stertorous breathing. The case was diagnosed as epidemic encephalitis. 
Hemoglobin eighty-nine per cent. Leucocytes sixteen thousand, red cells four mil- 
lion eight hundred. The urine increased in quantity until she was passing seventy- 
five ounces per day. Very faint albumin, no casts except a few hyaline at one time. 

On Feb. 29, 1920 she complained of seeing double, no headache preceded, only 
indigestion and some backache. At noon the same day she developed high fever. 
On Mar. 2, 1920 she was irrational, wanting to get up out of bed. There was 
twitching of the muscle and she was still seeing double. 

On Mar. 11, 1920, Mrs. S. had a convulsion at 1:15 P.M. with which she vomited 
green liquid. After a venesection, she was given a hypodermoclysis of 700 ¢.c. N. ss 
she seemed less stupid, was exceedingly restless. By midnight she was aroused 
with difficulty and there was almost constant twitching and moaning. After mor- 
phine at 1:15 a. M. the patient was quieter. Toward morning her speech grew 
thick and muttering. The puffiness of the face had increased. Since midnight 
she had taken some. milk and water. 

On Mar. 15, 1920, she was unable to use the left arm and puffing out side of 
mouth, the following day was unable to use left leg. There was a weakness of the 
third nerve supply on each side as shown by bilat. ptosis and there is also some dis- 
ability in the ocular rotation. The tendon reflexes of the lower limb are slightly 
diminished. There can be no doubt as to the diagnosis. 

On Mar. 18, 1920, lethargy deeper, can be aroused with effort. Respiration shal- 
low, rapid, involuntary movement of trunk, neck and limbs more constant but not 
violent, rigidity of neck muscles, appears fatally ill. Wassermann negative. 

Summary of Autopsy Findings—Brain, moderate edema of parietal lobes. Marked 
perivascular round cell infiltration most marked around the foramen of Sylvius and 
in the cervical cord. 

Heart: cloudy swelling and dilatation. Lungs, atelectasis of right lower lobe. 
Kidneys, diffuse miliary abscesses. Liver, cloudy swelling. Left ovary: dermoid cyst 
15.5 x 15 x 8.5 em. The dermoid eyst the size of a grape fruit over the left ovary 
pushed up by the pregnancy until it was under the liver on the right side and push- 
ing the liver and diaphragm up suflicient to cause atelectasia. Uterus slightly larger 
than normal. 


Case II.—Mrs. M. P., admitted April 18, 1922. Last period ended on August 
6, 1921. Patient was perfectly well until two weeks ago, general malaise then 
appearing. Six days prior to admission she began to have gastrointestinal upsets 
in which she would have distention from gas, sour eructation and vomiting. Five 
days previous to admission, patient began to notice blurring of vision. This 
gradually became worse and she became alarmed about it. On April 16, patient 
was taken with a very severe pain at the upper end of the left arm which radiated 
into the shoulder and down into the region of the heart. Pain had been continu- 
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ous since then to date of admission. It was impossible to control this pain in any 
way except by narcotics. No convulsions. No edema. Has varicose veins on the 
right foot. Bowels moved this morning. One bottle of citrate of magnesia during 
the last twelve hours. Has had no vomiting. On admission patient is quite rational 
and cooperative and appears normal. B.P., 104 systolic, 66 diastolic. 

The tongue is coated, there is tremor and some ptosis right eyelid. Abdomen 
size eight lunar months pregnancy. The diplopia, lateral and upward nystagmus, 
mental confusion, slight temperature and absence of signs of cord disease suggest 
encephalitis. 

-atient was transferred from the maternity to the medical ward, having been 
admitted to the maternity with possible diagnosis of late toxemia of pregnancy. 
However there was no elevation of blood pressure, no albuminuria, no headache 
or convulsions, so toxemia was ruled out. While she was in the maternity she be- 
came very irrational and got out of bed, showing signs of mental derangement. 

On Apri! 19, she began to have twitching of various muscles of the body. which 
were mostly noticeable in the hands and feet. They were of fibrillatory type. On 
April 20 her condition became much more eritical. There was nystagmus of eyes 
with twitching of muscles over left eye and left cheek and she had very marked 
jerky movements of both hands and arms and also both feet. Delirious condition 
became more severe, so she was transferred to the medical ward with diagnosis of 
encephalitis. 

April 20, 1922, nasal examination: Usual crusting accompanying high tempera- 
ture. No pus in nose or throat. Small tonsils. Normal ears, 

Physical Examination. Patient is very irrational, tosses around in bed and 
shows few abrasions on both lower extremities from such actions. On inspection 
one ean notice twitching of the muscles of the forehead and face; those surround- 
ing mouth almost constant. More marked on left side. There are jerky choreiform 
movements in both hands which are intermittent. There are similar choreiform 
movement of both feet. Patient has slight blurring of vision. The pupils are 
not dilated. React to light and accommodation. 

Teeth in very poor condition. Several roots of old teeth and several capped 
teeth which are probably infected, and marked pyorrhea. Tonsils not enlarged. 
Tongue very heavily coated and breath quite foul. 

There is a marked rounding and protrusion of the abdomen. There is a sear 
about four inches long in lower right quadrant from previous operation for ap- 
pendicitis. On palpation, the fundus of the uterus is found to extend to the ensi- 
form. Fetal heart sounds are heard to the right of the umbilicus and below. No 
fetal movement can be detected. 

There are numerous abrasions and several contusions. One large one on the 
right foot in the region of the internal malleolus. The deep reflexes are all pres- 
ent, equal and normal on both sides. There is no Kernig’s sign. No clonus or 
Babinski. Tentative diagnosis: 1. Chorea with cerebral symptoms, 2. Encephalitis, 
3. Pregnancy. 

On account of her rapid deterioration she was transferred back to the maternity 
ward for induction of labor. Membranes were ruptured artificially at 11 A. M. 
Cervix about two fingers’ dilatation. Head well down in pelvis. Patient began hav- 
ing pains about two hours later and delivered herself spontaneously at 3 P.M. 
Uterus contracted well. No bleeding. Child was well formed, vigorous and 
weighed six pounds. 

-atient’s condition after delivery did not improve. The twitching became 
more intermittent, minor convulsive attacks in which the right arm is mostly 
involved with the left side of the face. Patient is conscious, knows what is said 
to her but is unable to speak very distinctly. Has diffieulty in swallowing. 
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The following day the convulsive movements are more severe. Has greater dif- 
ficulty in swallowing. Pulse and respiration are still good. 

Examined by Dr. Cadwalader, who believed the case a so-called myoclonic form 
of epidemic encephalitis. 

About two o’clock this afternoon the patient became very cyanosed, pulse rate 
jumped to 160 per minute, respirations were difficult and shallow. This attack 
lasted for about ten minutes and then subsided. An hour later the pulse rate went 
down as low as 70 per minute. Respiration became increasingly difficult and lungs 
began to fill with mucus. Patient had two or three general convulsive attacks 
which lasted fifteen seconds to thirty seconds. Patient died at 5:50 a.m. due to 
respiratory failure. 

Summary of Autopsy Findings: Brain: Large area of softening involving the 
left internal capsule, lenticular nucleus and the thalamus. Marked perivascular 
round cell infiltration most marked in the brain stem and cervical cord. Heart: 
Cloudy swelling. Chronic interstitial myocarditis. Lungs: Passive congestion. 
Edema. Marginal emphysema. Kidneys: Cloudy swelling. Low grade hydrone- 
phrosis of right. Liver: Cloudy swelling. Slpeen: Passive congestion. Left 
Sphenoid: Chronic suppurative inflammation, streptococcus viridans. Cause of 
death: Encephalitis lethargica. 


Case IIT.—Mrs. R. H., white. Admitted Sept. 29, 1921 to the maternity ward 
of the Presbyterian Hospital with paralysis of both lower extremities. 

Patient states that on the night of September 15, 1921 she awoke with the 
sensation of pins and needles in the entire lower right limb. After massage of 
part by husband, patient went to sleep again. Felt nothing more unusual until 
the following Saturday (Sept. 17). On that night awoke about 11 P. M. with 
sensation of pins and needles in entire both lower extremities, with a rather severe 
aching pain in right limb, especially about the knee. On attempting to move the 
right lower limb found that it was almost entirely paralyzed, being able to move 
it but little. There was practically entire loss of sensation of right limb at first, 
followed later by a similar loss of sensation of left limb. On Saturday evening, 
September 17 about 7 P.M. patient’s arms and limbs began to jerk forcibly at ir- 
regular intervals. On Thursday, September 22, the left lower limb became very 
weak, so that the patient could put no weight on it, and she had to go to bed. 
Condition gradually beeame worse until time the patient was admitted to the hospi- 
tal. On admission patient had a very slight motion in lower extremity and none 
at all in lower right extremity with practically no sensation in either one. Clonie 
spasms of the extremities continued up until time of admission. After admission 
these spasmodic movements continued to a lesser degree and only in the lower ex- 
tremities. On September 21, patient became incontinent of both urine and feces. 
No headache or dizziness. No blurring of vision. No cough. No dyspnea. Some 
swelling of right limb. No pains in region of heart. No palpitation. Appetite 
good. No gaseous or sour eruetations. Never constipated; bowels too loose. 

Previous history of measles, mumps and chicken-pox. Influenza in the fall of 
1918. Tonsillitis. 

Menses at 15, regular every twenty-eight days up until marriage, duration five 
to six days. Normal in amount. Last period January 15, 1921. Expected con- 
finement, October 22, 1921. Two former pregnancies, resulting in living healthy 
full-time babies. No miscarriages. 

Under date of October 4 it is noticed that there is complete motor paralysis of 
right lower limb, and she cannot feel pinpoint touch anywhere, or deep pressure, 
or passive movement on the right side up to the level of crest of the ilium where 
there is a sharp line of demarcation anteriorly. The left lower limb is not com- 
pletely paralyzed, motor power is distinet, but very feeble. Sensation for ree- 


330 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


ognition for movement of position is normal, but for touch and pinpoint it is 
severely affected but not completely lost. It is found as high as lower third of 
thigh. 

The patellar and Achilles reflexes on each side are slightly exaggerated but 
equal. There is no clonus. Cranial nerves, upper limb and abdomen, ete., are 
normal, Condition seems to be improving slightly and symptoms have probably 
reached their height. 

Diagnosis.—Acute infectious myelitis, nature uncertain but probably poliomye- 
litis. Spinal fluid should show an increase in mononuclear cells. 

Probability is that if damage is done to fetus, it was done before admission 
and will probably not be affected. Condition seems improving and does not indicate 
terminating pregnancy. 

On October 11th, Dr. Cadwalader advised lumbar puneture for the removal of 
fluid for laboratory examination. 

On October 16, the fetal heart sounds became weak and slow and movements 
less. A soft rubber bougie and water bag were inserted to induce labor. 

October 18 at 12:40 P. M. the patient gave birth to a stillborn baby which an 
autopsy found to be normal in every respect. 

Nine days after delivery there was a decided rise in temperature and the right leg 
became sore and stiff; the right knee hot and tender. A mass can be felt in the 
popliteal space, probably a phlebitis, which completely subsided in a few days. 

Was discharged still partially paralyzed but sitting up. Although the case 
was not seen, at a later date the attending physician reported a complete but slow 
recovery of both sensation and motion. 

There were no eye ground changes whatever. 

The laboratory report on placenta disclosed the most striking features to be 
a fairly marked fibrosis of the villi and rather marked endarteritis obiiterans. 
The connective tissue in some places shows hyalinization. There is no perivascular 
round cell infiltration. Here and there small areas show slight caleareous infiltra- 
tion. Treponema pallida not demonstrated in preparation stained by Levaditi’s 
method. 


DISCUSSION 


DR. WILLIAMS B. CADWALADER.—NSince the epidemie of influenza in 1918 
there have been many cases of lethargic encephalitis observed in this country and 
in Europe. The relation of lethargic encephalitis to influenza is not proved. Cir- 
cumstantial evidence, however, seems to indicate very strongly that there is a 
close connection. Wernicke’s polioencephalitis, known for many years, is probably 
a form of lethargic encephalitis. Lethargic or epidemic encephalitis is now re- 
garded as an infectious disease. A specific organism has not been isolated with 
certainty. However, it is believed to be transmitted to the brain from the naso- 
pharynx by the blood stream, or more likely by way of the lymphatics within the 
cranial nerves. 

In the differential diagnosis there are many other conditions that can cause 
confusion especially during pregnancy: namely, uremia, cerebral embolism, men- 
ingitis, and even typhoid fever. The occurrence of lethargic encephalitis during 
pregnaney is not remarkable. 

There is no evidence to show that pregnancy, in itself, either increases or de- 
ereases the susceptibility to contract lethargic encephalitis while an epidemic is 
raging. 


DR. JOHN EIMAN.—I want to emphasize what Dr. Foulkrod brought out, the 
infected sphenoidal sinus in one of these eases and the acute pyogenic infection in 
another ease. I have autopsied six or seven cases of encephalitis and in every one 
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of them there has been definite infection of sinuses or middle ears. The work of 
Straus deserves careful consideration, but at the same time, I think, it is wise we 
should bear in mind the other infections. They may have some other bearing on 
this interesting condition. 


DR. GEORGE M. LAWS.—I have brought the notes of a case that may be 
added to this group of neurologic lesions associated with pregnancy. A young 
woman, perfectly well until she had influenza in 1918 but never quite well after- 
ward, became pregnant early in 1920, suffered from exaggerated vomiting until 
she lost 40 pounds, became extremely ill and developed polyneuritis. She came 
to the Presbyterian Hospital when about five months’ pregnant. Dr. Foulkrod 
saw her with me and concurred in advising immediate therapeutic abortion. This 
was induced and the next day she was delivered spontaneously of a macerated 
fetus. The notes show that there was not much change in her condition during 
the next ten days. She had bilateral wrist drop and complete paralysis with loss 
of tendon reflexes below the knees. The temperature averaged about 99.5°. Then 
she had repeated chills and high, irregular fever for several days. The pelvic or- 
gans seemed perfectly normal. Dr. Joseph Sailer, in consultation, expressed the 
opinion that she had a streptococcie infection, possibly latent from the time of the 
influenza, then lighting up with the resultant polyneuritis. At his suggestion an- 
tistreptococcie serum was given in large doses though the blood culture was nega- 
tive. After six weeks she was able to go home and has continued to improve so 
that she can now use her hands fairly well and can walk without a cane. The 
points I should like to have cleared up are, the relation of the streptococcie infec- 
tion to the toxemia and to the neuritis, and its relation, if any, to the influenza, 
and whether we were correct in so diagnosing it. 


Dr. Puitie F. WituiaMms read a paper entitled Glycosuria Test for 
Pregnancy. (For original article see April issue.) 
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Radiotherapy 


Proust, R., and Mallet, L.: Indications for Hysterectomy, Radiumtherapy, and 
Penetrating Radiotherapy in Cancer of the Cervix of the Uterus. La Présse 
Médicale, 1922, ix, 89. 


From the point of view of the end results the radical abdominal operation and 
the extended perineovaginal operations of Schuchardt and of Schauta give about 
the same percentage of cures. Thus, statistics published by Wertheim, Bumm, and 
Schauta give 40 or more permanent cures per 100 cases. But these figures are 
based upon very early diagnoses. If all published statistics are studied, we find 
that permanent (five year) cures are obtained in scarcely more than 30 per cent of 
the cases surviving the operation. There are more cases of permanent cures than 
of rapid recurrences, if the excision of tissue be sufficiently radical. The authors 
conclude that, when the indications are well placed, radical operation is justified 
if the end results are considered, but the primary mortality is by no means negligible. 

Dominici has standardized the use of filters in radium work, thus making possible 
the use of the ultra-penetrating gamma rays, with the duration of the application pro- 
longed and with deep treatment of tumors possible, while at the same time the 
healthy tissues are spared. A popular French method of treating cancer of the 
cervix with radium is as follows: A dose of a radium salt, corresponding to 30 or 
40 mg. of the element, or an equivalent dose of the emanation, is placed in the 
uterus with a primary filter of 1 mm. of platinum and a secondary filter of a thin 
leaf of aluminum covered with blaek rubber. <A similar dose, filtered with 1% 
mm. of platinum and a secondary filter, is placed in two layers on the level of the 
two vaginal culdesaes. Ragaud and his co-workers have devised an apparatus for 
this treatment called the colpostat. The tubes are left in place for a period of 
time which depends upon their strength, but the treatment can be extended over 
three or four days. Each day the tubes are removed, the vaginal and uterine 
cavities washed out, and the tubes replaced. 

Tt has been ealeulated that, if 40 mg. of radium element are used for 100 hours 
(4000 mg. hours) 30 millicuries of emanation will be destréyed. The usual dose is 
a little larger, with 40 to 45 millicuries destroyed, corresponding to 5000 or 6000 mg. 
hours. This is generally obtained by employing 30 mg. in the uterus and 30 in 
the vagina, which dose should not be exceeded. Tubes of emanation may be used, 
but as the radioactivity of the emanation diminishes by one-half in four days, a 
larger initial dose would be necessary; this rapid loss of strength would entail a 
less efficacious biologie result, hence a salt of radium is preferable. 

From the available statistics, they conclude that we ean obtain by radium therapy 
the cure of cancers, still somewhat circumscribed. However, though the uterovag- 
inal applieation of radium causes the rapid disappearance of vegetative growths of 
the cervix, permanent (5 year) cures are less frequent than after operation. Taussig, 
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in a critical review, reported a total of 224 five-year cures out of 1114 collected cases, 


= 


20 per cent. The failure to secure a larger number of permanent cures seems to be 
due to the insufficient radiation of the parametrium, the results obtained being ‘com- 
parable to those secured by the old operation of limited hysterectomy. Hence, some 
workers, including the authors, have been led to the implantation of radium in the 
broad ligaments; the ‘‘radium Wertheim’’ or the ‘‘radiotherapeutic drainage of 
the true pelvis’’ of Frans Daels. 

The employment of x-rays in the treatment of the uterus was not practicable until 
apparatus was developed by which a sufficiently efficacious dose could be delivered 
through the abdominal wall to the deep tissues, with rays so hard that they were 
not absorbed at the surface. With apparatus employing a tension of 200,000 volts, 
with a 40 em, spark gap, one obtains rays the hardest of which have a wave-length 
of 0.1 or 0.2 units Angstrém. A filtration of 12 mm. of aluminum or of 4% mm. of 
copper with 2 mm. of aluminum (to arrest the secondary copper rays) eliminates 
the rays of longer wave-lengths and furnishes radiation which is at the same time 
penetrating and homogeneous. The weakening of the radiation in the deep tissues 
is less than one would think, if large fields of irradiation are employed. A cancer 
of the cervix at a depth of 10 em. will receive 30 or 40 per cent of the dose re- 
ceived by the superficial tissues, henee the necessity of employing five or six portals 
of entry, each receiving a dose slightly below the erythema dose, in order to deliver, 
by this cross-fire, a sufficient quantity of the rays. In order to determine exactly 
the points of attack and the direction to give to the rays, an exact localization of 
the tumor must be made, and for the uterine cervix in particular great accuracy is 
indispensable in order to obtain satisfactory therapeutic results. Seitz and his co- 
workers deliver the necessary dose in a single sitting, using six portals of entry, and 
treating through each for forty minutes. This technic is applicable only in selected 
cases and liberates a massive dose of toxins, causing at times a ‘‘radiation sick- 
>a form of shock which may be very grave. In order to spare the skin and 
especially to allow for the restoration of the blood corpuscles, the treatment should 
be spread over a period of six weeks, but thus precious time would be lost, therefore 
Ledoux-Lebard and others employ an intermediate method, the whole treatment not 
surpassing a week. 


ness, 


By this method, the following results are obtained (Béclére, Jour. de Radiologie, 
Jan., 1921): operable cases 60 per cent cures; inoperable cases 23 per cent cures; 
o-year cures, 20 per cent. This is a favorable showing, considering that the cases 
are unselected. 

In determining the relative indications for these three methods of treatment, the 
authors classify cervical cancer as follows: (1) Early cases, organs freely movable; 
(2) Cases still operable, but with some parametrial invasion; (3) Cases which are 
inoperable but with general condition good; (4) Very advanced cases, general 
condition bad. All patients are examined with cystoscope and proctoseope. Patients 
in the first class should be treated by radical operation, which may be advanta- 
geously preceded (2 or 3 weeks) by a vaginal application of radium. At least a 
month postoperatively, the broad ligaments should be treated with penetrating x-rays 
in order to kill any cancer cells which may have been implanted in the pelvic tis- 
sues. In the second class of cases, best results are obtained either by a ‘‘radium- 
Wertheim’’ treatment, or by supplementing the uterovaginal radium treatment with 
an immediate deep radiation of the parametrium by x-rays. 

In the third class (cases with marked infiltration), there is a strong possibility 
that fistulae will follow the use of radium, so chief reliance should be placed on deep 
x-ray treatment, radium being at times employed as a supplementary agent, usually 
applied vaginally, at times in the uterine eavity or intraabdominally. 


In the fourth class, the x-rays are also preferable, purely as a palliative measure, 
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employing small doses in order to avoid overwhelming the weakened system with 
toxins. 

We should bear in mind that operation is immediate in its action, that radium 
acts rapidly (about 15 days), and that penetrating x-rays act more slowly (about 
six weeks). Furthermore, in ‘‘radioresistant’’ tumors, we should extend our indica- 
tions for operation. 

To supplement operative treatment, radium should be used before operation (but 
not more than three weeks before), and penetrating x-rays after operation. In re- 
sorting to radiation alone, the best result is usually obtained by the combined treat- 
ment. E. L. KING. 


Burrows, Arthur: The Problem of the Radium Therapy of Cancer. The British 
Medical Journal, July 8, 1922, No. 3210, p. 33. 


The author emphasizes the importance of considering the difference in the lethal 
doses of the beta and the gamma rays. In determining the amount of radiation to 
be given in a case, it is necessary to determine the dosage of a certain type of ray 
as well as the size, nature, and position of the growth. The locality of the tumor 
alters the type of ray and the dosage to be used. The nature of the tumor calls 
for different rays and different dosage. The size and density of the tumor is im- 
portant from a number of different points of view. The method of cross-fire, as 
recommended by Wickham and Degrais, is important in larger tumors. The position 
of the tumor must be carefully considered. Of the eases treated by them, mostly 
inoperable, 7144 per cent of all cancer cases are alive and well after periods varying 
from two to seven years. There are other beneficial results from radium treatment 
aside from the actual cure of cancer. Much palliative work is done. In non-malig- 
nant conditions, such as exophthalmie goiter, Hodgkin’s disease, keloid, nevi, and 
uterine hemorrhage, the percentage of cures is very high. F. L.. ADAIR. 


Monod, Robert, and Monod, Octave: The Treatment of Cervico-Uterine Cancer 
by Hysterectomy Following Radiotherapy. Présse Médicale, Feb. 11, 1922, p. 
113. 


The authors report two cases of fairly well advanced cervical carcinoma treated 
in this manner. The first. patient was treated with radium emanation over a period 
of thirteen days, with entire disappearance of the cervicovaginal mass and a marked 
diminution of the infiltration of the left broad ligament; the right had not become 
involved. Radical operation was performed without difficulty twenty-seven days 
after the last radium treatment. No sign of recurrence was demonstrable when ex- 
amined eleven months later. The second patient was treated with radium emanation 
also, over a period of several days, with a total of 96 hours of treatment. Operation 
was performed two months after the first radium treatment, and so much dense 
connective tissue was encountered that it was necessary first to perform a super- 
vaginal hysterectomy and then to complete the operation by removing the cervix and 
the upper portion of the vagina. Examination several months later showed the local 
condition to be very satisfactory. 

Many writers advoeate preliminary radiotherapy followed by operation, claiming 
that there is less chance of recurrence and that the operative risk is reduced by the 
elimination of the danger of sepsis and peritonitis traceable to the infected, slough- 
ing, cancerous cervix. Two main objections to this method have been advanced: (1) 
that radium causes a dense connective tissue proliferation which makes radical 
operation difficult or impossible: (2) that several cases of death following operation 
have been reported which are explicable only on the ground that there was present 
a toxemia due to the effects of radium on the tissues. The first objection can be 
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met by employing proper dosage and correct filtration; the second by allowing a 
sufficient interval of time between the radium treatment and the operation. 
E. L. Kine. 


Barcat: Radiumtherapy in Uterine Cancer. Le Progrés Médical, June 18, 1921, 
p. 290. 


In a rather technical article dealing with the treatment of carcinoma of the 
uterus by radium, the author describes fully the technic of the various forms of 
radium application. He concludes that the best results are obtained by large 
amounts of radium over a short period of time, his choice being about 6000 milli- 
gram-hours obtained with six to twelve egrs. of radium. The smallest effectual dose 
he places at about five egrs. of radium applied over a period of 36 hours. 

Bareat advocates the use of radium prior to and following any surgical treat- 
ment, and also states that radium is of great value in inoperable cases, sometimes 
as a curative, but more often as a palliative measure. THEODORE W. ADAMS. 


Mayer: Experience with Radiation for Cervical Cancer and Subsequent Opera- 
tion. Zentralblatt fiir Gyniikologie, 1922, xlvi, 1599. 


Mayer has noted a marked decrease in the death rate from peritonitis following 
operation in patients who had previously been radiated; also an increase from 50 
to 65 per cent in the operability. There furthermore is a decrease in bleeding and 
irritation by which the patients become better equipped for operation. So far it 
is too early to speak of ultimate results. H. M. LIrnie. 


Frank: The Treatment of Cancer of the Uterus with Radium. Southern Medical 
Journal, 1922, xv, 489. 


The author although a surgeon with his surgical prejudices concludes: (1) Can- 
cer of the uterine body treated by total ablation of tubes, ovaries and uterus yields 
curative results which we cannot hope to surpass by any other form of treatment. 
(2) In early carcinoma cervicitis, although radical operation continues a justifiable 
procedure in the hands of the best operators, equally good, if not better, results, 
considering the primary mortality, are obtained by radium treatment. (3) All bor- 
derline cases should be treated with radium. (4) Late cases may be improved and 
palliated by radium as by no other means at our command. (5) If the five-year 
period of curability is to be accepted as indicating a eure, then the results of radium 
treatment surpass by far those obtained by the profession at large in the treatment 
of cancer of the cervix by surgical means. W. K. Foster. 


Burrows: The Treatment of Advanced Carcinoma of the Cervix of the Uterus 
by Radium. Journal of Obstetrics and Gynaecology of the British Empire, 1922, 
xxix, 97. 

The author gives in detail his method of applying radium to malignant conditions 
of the pelvis. Occasionally there is no benefit to be derived from treating extreme 
cases. Radium has little effect in the following types of cases: large hard growths, 
extensive infiltrations of the vaginal wall and in tumors metastasizing rapidly. The 
best results are obtained in the absence of secondary growths, in tumors with good 
blood supply and where some uterine mobility still remains. Growths adherent to the 
bladder and rectum predispose to fistula after radiation. Sections of the cervix 
removed some time after radiation show dense connective tissue seattered through 
which may be found degenerated cancer cells. 

In analyzing 100 inoperable cases of cervical cancer he found 30 per cent alive 
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one year after radiation and 12 per cent alive at the end of three or four years. 
Adding to this the cases made operable by radium the author is led to believe that 
the therapeutic outlook of cervical cancer is hopeful and the use of radium well 
worth while for its palliative powers. H. W. SHUTTER. 


Stone: The Present Position of Radium in the Study and Treatment of Uterine 
Cancer. Surgery, Gynecology and Obstetrics, 1921, xxxii, 509. 


While realizing that certain types of cancer are more successfully treated by 
radium than others, Stone is not yet ready to make any direet practical deductions 
from this fact. His position as regards the application of radium in preference to 
operation is about as follows: 

Radium, in all reeurrenees, while less effective than in primary lesions, produces 
immeasurably better results than operation. For all eases of primary uterine cancer, 
with few exeeptions, radium should be regarded as the method of choice. The 
partial removal of cancer masses preceding radiation is not to be advised. Whether 
the preoperative application of radium is of any benefit, has not been proved. In 
large cauliflower growths, the cautery is of benefit. The subsequent application of 
radium may increase the permanency of the result, but more often causes extensive 
sloughing and, thereby, hastens the end. Its use in far advanced cases is to be 
avoided. (It is in this class of cases that the acetone treatment still gives best 
results. R. W.) R. FE. Wosvs. 


Clark and Keene: Irradiation in Cancer of the Female Genito-Urinary Organs. 
Journal American Medical Association, 1921, Ixxvii, 615. 


Clarke and Keene use as a standard dose, 100 milligrams of radium applied for 
24 hours. This dose is repeated after six weeks if there has been no marked re- 
trogression. A third dose is considered not only useless but harmful. In carcinoma 
of the cervix, one-half the dose is inserted into the uterine canal, the other half 
against the cervix. Following the suggestion of Barnham, they have discarded all 
metal protectors and prevent injury to the rectum and bladder by packing the 
vagina with a voluminous gauze pack which pushes these organs aside. By this 
method they have markedly decreased the incidence of fistulae. In some cases the 
growth is excised by means of the cautery before radiation. They warn against 
radiation in far advanced cases. 

In cancer of the fundus, they incline towards operation, even in well advanced 
eases. They consider hysterectomy after radiation in any case as unnecessary and 
hazardous. Of 313 cases of carcinoma of the uterus and cervix treated by radium, 
112 are alive after periods of from one to seven years. Of these, 13 have survived 
over five years. Of 26 cases of carcinoma of the vagina, urethra and bladder, 


seven are alive after various periods of time. R. E. Wosus. 


Sweetser: Radium vs. Surgery in Gynecology. Journal Lancet, 1921, xli, No. 24, 
p. 637. 


Of the one hundred thousand deaths in the U. S. each year from malignancy, ten 
thousand are due to carcinoma of the uterus. We are limited in handling this dis- 
ease, since we have only local measures with which to treat a condition local only 
at its inception. At the time diagnosis is made at least 40 per cent of the cases 
of uterine and cervical cancer have microscopie extension along the lymphatics. 

Four methods of treatment are available: excision by anatomical dissection, ex- 
cision by cautery, destruction in situ by heat and destruction in situ by radium. 
Radium furnishes us the method of choice for precancerous conditions. Patients 


4 


REVIEWS AND ABSTRACTS 337 


readily submit to its use. Excision in the hands of operators good, bad and in- 
different carries a primary mortality of 20 per cent and gives but 4 per cent of five 
year cures. Excision is of greatest value in carcinoma of the fundus. 

Statistics show that heat in the hands of Byrne, Werder and Perey has given 
better results than excision in the hands of its most enthusiastic advocates. Since 
radium is efficient for a distance of only two or three centimeters from its point of 
application, its action must be considered local. It affects both normal and diseased 
tissue and in no way renders the body resistant to cancer. Because we cannot 
be sure that all the cancer cells are reached, radium alone is not the treatment for 
early operable tumors. In cases more advanced, excision by one of the cautery 
methods will give the best results. In advanced cases with wide infiltration of the 
parametrium we must necessarily turn to radium and the x-ray. In the vagina and 
uterus radium sometimes produces startling regression but unfortunately relapses 
are the rule. Only a few cases remain well for the five year period. Cross fire with 
the x-ray is advocated in addition to radium. If it can be worked out, a method 
including diathermy, radium and the x-ray would seem to hold the greatest hope for 
these cases. H. W. SHUTTER. 


Pinch, A. E. Hayward: Remarks on Radium Therapy in Uterine Cancer. British 
Medical Journal, June 18, 1921, No. 3155, p. 881. 


The author classifies the cases clinically into three groups: (1) The endocervical 
or medullary type which he considers to be the most malignant type of the disease ; 
(2) The flattened ulcerated type which grows more slowly; (3) The proliferative 
fungating type, probably the least malignant of the three. From the standpoint of 
therapy the cases are divided into operable, borderline, and inoperable cases. The 
operative cases are advised to have immediate operation with subsequent radium 
treatment, the borderline cases to have radium treatment first with subsequent opera- 
tion. The third group is treated with radium alone. 

The endocervical type is treated with 150 mg. of radium, screened with 1 mm. of 
silver, left in the cervical canal for twenty-four hours. This may be supplemented 
hy the introduction of emanation tubes into the cervical walls and also by the radia- 
tion of the whole body of the uterus and pelvie cavity generally by the use of ap- 
plicators screened with 2 mm. of lead applied externally above the pubes and in 
both iliac fossae. For the flattened, ulcerated type, radium applicators are put in 
direct contact with the diseased portion of the cervix. Radiation of the general 
pelvis is accomplished as mentioned for the preceding type. For the proliferating, 
fungating type, as much of the growth as possible should be excised preliminary to 
the radium treatment. The cervical stump is then treated with a 100 mg. tube with 
1 mm. of silver filtered for twenty-four hours. Emanation tubes and the radiation 
ot the body of the uterus and pelvie cavity should also be used. The vaginal mucosa 
and the recto- and vesieovaginal septa are carefully protected. 

Treatment of carcinoma of the fundus consists of the introduction of 150 to 200 
mg. of radium, with 1 mm. of silver sereen, into the uterine cavity to be retained 
for twenty-four hours. The treatment is to be repeated after an interval of at 
least two months. This should also be combined with general external irradiation 
of the whole pelvic cavity. Reeurrence is extremely susceptible to radium treat- 
ment. 

There is considerable diversity of opinion as to the best method of prophylactic 
radiation. It is generally agreed that the procedure is often of great value. Radia- 
tion five or six weeks before operation is of particular use in borderline cases. 
Prophylactic irradiation immediately before operation is of great service in fungat- 
ing eases as preliminary to major operations. After the removal of the cauliflower 
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growth, 150 mg. screened with 1 mm. of silver should be introduced for twenty-four 
hours two or three days prior to the operation for hysterectomy. Irradiation three 
or four months after operation should be used routinely after all cases of Wertheim’s 
hysterectomy but considerable caution should be employed. A large prophylactic 
dose administered too soon after Wertheim’s hysterectomy may favor the breaking 
down of the recto- and vesicovaginal walls. F. L. ApbAtr. 


Franqué, O.: Radiation for Cancer of the Uterus and Dysmenorrhea, Medizin- 
ische Klinik, 1922, xviii, 817. 


Franqué, by combining operation with subsequent prophylactic ray treatment 
eured 50 per cent whereas when radiation was not used there were only 47 per cent 
eured. Bumm and Warnekros after a four year period of observation obtained 71.8 
per cent cures after combined treatment as opposed to 35.7 per cent where radiation 
vas not employed after operation. Because of these findings, Franqué lays down 
the dictum: Every easily operable case of carcinoma of the uterus should be 
operated upon and should have careful radiation afterwards. The borderline cases 
however can be radiated with good results and without a high primary mortality, 
especially if radium and the x-ray are used together. Déderlein using only radium 
and mesothorium in 77 eases of carcinoma of the cervix, obtained 48 per cent cures 
after 5 to 8 years and the author hopes that a time will come when 85-90 per cent 
of all cancers of the uterus will be cured by radiation. 

Cancer of the body of the uterus can be cured in most eases by either operation 
or radiation. In the Bonn clinic, 93 per cent were operable and 80 per cent were 
cured after 5 to 8 years, without radiation. 

Although there are no rays which are selective in their action and destroy only 
eancer cells, the author believes that in every radiation the different tissues are 
acted upon with different intensities. The rays destroy cancer cells, they stimulate 
the surrounding connective tissue to regenerate and they have no action at all on 
the normal organ cells, that is, the epithelium. 

Franqué advises against the use of radiation to produce castration for dys- 
menorrhea. J. P. GREENHILL. 


Kiistner: Shall We Operate or Radiate Uterine Carcinoma? Deutsche medizin- 
ische Wochenschrift, 1922, xlviii, 1640. 


Kiistner admits that radiation makes a definite appeal not only to the patient, 
but also to the gynecologist of limited operative ability. He also admits that better 
results are obtained since the perfection both of apparatus and technic, and states 
further that radiation has been by no means discarded at the Breslau University 
Clinic. On the whole, however, he thinks that it is quite generally admitted that 
radiation has not produced the results which had been anticipated, and is not as 
universally employed at present even at those clinics where especial pains have been 
taken to develop a perfect technie. 

So far as the political troubles in Silesia permitted, he followed up the operated 
eases of the Breslau clinie and was able to account for one-fourth of the total 
number of eases as being alive after five years. One-fifth of the total number was 
alive and free from any evidence of recurrence. While this is not a very brilliant 
showing, it is better than can be obtained by radiation alone. He expects improved 
results hecause they now radiate all eases after operation. 

The primary mortality should not be high. In their last 55 eases they had but 
one operative death. Since carcinomata are commonly infected with streptococci, 
they administer a dose of antistreptococcie serum at the time of operation and drain 
both through the vagina and the abdominal incision. R. E. Wosus. 
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Letulle, Maurice: The Action of Radium upon the Cancerous Uterus. La Présse 
Médicale, Feb. 11, 1922, xii, 121. 


The author studied microscopically a number of carcinomatous uteri which were 
removed at varying intervals after one or more applications of radium. He found 
that when radium is placed in contact with the uterine mucous membrane it acts as 
an energetic caustic; variations in the intensity of the dose and in the duration of 
the application do not seem to produce variations in the result obtained except as 
regards the depth of the destructive changes. Whether treating a simple hypertrophy 
of the mucous membrane or a uterus whose musculature is largely infiltrated by can- 
cer, the scar obtained is first of all characterized by its persistence and by the 
tenacity with which it adheres to the deeper, still living parts, be they heaithy or 
cancerous. This scar, covered by a fairly thick, pulpy, and semi-dry mass of detritus, 
has been noted as long as three and a half months after the radium treatment. This 
persistence is due to the facet that in such sears the onslaughts of the white blood 
cells are stubbornly resisted. In one specimen, examined microscopically more than 
ninety days after an application of radium, Letulle found, deeply placed, several 
tiny purulent collections seattered throughout enormous areas of compact hyaline 
material. Such a ‘‘delayed suppuration’’ explains the persistence of necrotic lay- 
ers on the surface of a cancerous ulcer after radium treatment. 

The author also noted that some of the arteries and veins have undergone a pe- 
culiar alteration best described as a ‘‘ fibrinous necrosis.’’ The entire vessel wall and 
the surrounding tissues for some depth are transformed into a laminated fibrillary 
material, all cellular elements have disappeared, and the histo-chemical reactions of 
these areas resemble those of fibrin. Still, the lumen remains permeable, the blood 
circulates freely, and no elot (which might serve as a rapid hemostatic agent in 
ease the esear were removed) is present in the interior of the vessel. It is evident 
that these vascular neeroses are the results of the activity of radium emanation; 
the author thinks that there is a sort of selective action involved, as these altered 
vessels are often found surrounded by unchanged tissues. The same lesion was 
found in noneancerous tissue surrounding a rectovaginal fistula due to radium, hence 
it is not peculiar to malignant structures. E. L. Kine. 


Naujoks, H.: Cure of a Case of Chorioepithelioma Malignum by Roentgen Rays. 
Monatssechrift fiir Geburtshilfe und Gyniikologie, 1922, lviii, 189, 


There are many questions about chorioepithelioma which are still in dispute. 
One of the most interesting is the attempt to classify the condition into benign and 
malignant types and the means of differentiating them. The treatment of the con- 
dition is far from uniform; but in general a radical operation is performed nowadays 
when a diagnosis of chorioepithelioma is made. As with all malignant tumors, sub- 
sequent radiation is recommended. Four cases were reported in the literature where 
radium was used. The local tumors disappeared but the patients died of metastases. 
The author does not know of a single instance where the x-ray alone was used for 
this condition, but he reports a ease of his own in which this treatment was at- 
tended with good results. The patient was a quintipara who developed a chorio- 
epithelioma; but her general condition was so low that operation was contraindicated. 
She had metastases in her lungs and vagina. Roentgen rays were applied to the 
abdomen, back and vagina and after three months the patient was subjectively very 
well and she had gained ten pounds. The metastases had disappeared. Further 
treatments were given and the genitalia were normal six months after the first treat- 
ment. Microscopie sections of fragments removed proved that the condition had 
been a chorioepithelioma. Whether a permanent cure will be obtained is unknown, 
but at the end of nine months the patient was well. She will receive further roent- 
gen ray treatments to prevent a reeurrence. J. P. GREENHILL. 
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Frankl and Amreich: The Histological Changes Incident to Radium and X-ray 
Treatment of Uterine Carcinoma. Surgery, Gynecology and Obstetrics, 1921, 
xxxili, 162. 


Beginning three days after radiation, the cancer cells were found to show def- 
inite retrogressive changes. These consisted of edema, swelling of cell body and 
nucleus, vacuolization and, later on, complete destruction of the cells, accompanied 
by an infiltration of lymphocytes. The degenerative changes were most apparent 
from the fifth to the seventh, and totally absent after the fortieth day, the destroyed 
area having been replaced by connective tissue at this time. In cases where the 
cells had not been completely destroyed by the rays, they were found to have taken 
on renewed active growth on the fortieth day. This oc¢urred, for instance, at the 
periphery of an area of radiation. 

These authors believe that the destruction after x-ray exposure is more rapid, the 
intermediary changes such as swelling not being in evidence. Hence they advise 
the use of radium in the erater of a carcinoma, and x-ray for the destruction of 
cells in the parametrium and pelvie glands, R. E. Wosus. 


Knox, Robert: The Treatment of Gynecological Conditions by X-Rays and Ra- 
dium. British Medical Journal, Oct. 14, 1922, No. 3224, p. 678. 


In nonmalignant neoplasms of the uterus (fibromyoma) radiations should not be 
used (1) in submucous pedunculated fibroids, (2) in case of associated degenerative 
changes and (3) of complicating inflammatory conditions either acute or chronic. He 
thinks operative measures should always be considered in malignant diseases of the 
uterus. If a complete operation is impossible, a combination of x-ray and radium 
treatment should be used. While the advantages of the x-ray treatment are: its 
painlessness, non-interference with ordinary life, no elaborate preparations, absence 
of serious complications; its disadvantages are: long duration of treatments, failure 
of the treatment (either partial or complete), the possible unfavorable changes in 
the blood. Dangers of the x-ray are due largely to indiscriminate and improper use. 


F. L. ADAIR. 


Recasens, Sebastian: Roentgen Therapy in Gynecology. Revista Espanola de 
Obstetricia y Ginecologia, 1922, vii, 1. 


Myoma Uteri. The author does not believe that merely the large size of a tumor 
is a contraindication to x-ray therapy. In those cases where pressure symptoms are 
marked operation should be advised, also where sareomatous or carcinomatous de- 
generation of the tumor has taken place, and then operation should be followed by 
powerful applications of x-ray. 

The technie of roentgen treatment is based upon the administration of a dose 
sufficient to abrogate the function of the ovigenie tissue. Castration of the two 
ovaries is best done at an interval of about eight days in order to disturb the pa- 
tient as little as possible. It is generally agreed that the treatment should be given 
in the days immediately following menstruation, in order to prevent the development 
of the graafian follicle which is to govern the sueceeeding menstruation. 

Mctropathic Hemorrhage.—This condition is most common at puberty, and at 
menopause, and is probably dependent upon ovarian dysfunction. Radiotherapy pro- 
duces its best results when applied to cases at or near the menopause. A temporary 
castration may be tried in young girls, but is not without danger, in that permanent 
sterility may be produced; consequently radiotherapy is indicated only in cases where 
metrorrhagia is so intense and so refractory to medical treatment that it is pref- 
erable to chance a definite castration rather than to risk the life of the patient. 
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The author believes that radioactive substances used in this way on younger individ- 
uals do not permanently disturb the normal function of the sex cells. If an un- 
suspected pregnaney exists in a patient subjected to x-ray therapy, there is a great 
danger of the death of the embryo and a resulting abortion. 

Hemorrhages of Adnexal Origin——They are common in young women as a re- 
sult of inflammatory processes involving tubes and ovaries. If the patient is pre- 
sumably in a condition of sterility as a result of such inflammation, roentgen radia- 
tion may serve the double purpose of relieving the inflammatory process, and at the 
same time of curing the hemorrhage. Radiotherapy is contraindicated, however, in 
cases of salpingooophoritis where, although there are intense menorrhagias, it can 
be expected that the existing sterility is not absolute. In those cases of menorrhagia 
with marked adnexal symptoms, especially accentuated in the days preceding and 
during menstruation, and in which cystic foci can be demonstrated, x-ray treatment 
may be used to advantage, especially if, after producing temporary or permanent 
castration, diathermic currents are used. 

Osteomalacia.—hver since Fehling discovered that 87 per cent of cases of osteo- 
malacia are cured by extirpation of the ovaries it has been accepted that the 
genesis of this condition is founded on dysfunction or hyperfunction of the ovaries. 
For advanced cases where definite castration is indicated it is better to bring this 
about by means of x-ray than by laparotomy. 

Pulmonary or Laryngeal Tuberculosis —After a detailed examination of each 
case on its own merits there is no contraindication to x-ray castration, provided the 
patient and her husband have been instructed regarding the aim of such treatment, 
and provided they have been informed that a temporary castration, indicated in cer- 
tain of these cases, may prove to be a permanent one. 

Cancer of the Cervir.—The author recognizes four groups: (1) Cireumscript 
growths confined to the cervix itself; less than 5 per cent of the cases seen by the 
author; (2) cervical cancer with slight parametrial propagation; about 6 or 7 
per cent of cases; (3) cancers with extension to intestine, bladder, and other neigh- 
boring organs; (4) cases further advanced than Group 3 and with marked general 
cachexia, 

In Group 1, although the growth is perfectly operable, and although the operation 
is of relatively slight gravity, the author prefers radioactive treatment. 

Group 2 presents those cases in which there is a pronounced divergence of opin- 
ions regarding the relative merits of operation and of x-ray treatment. These cases 
are not inoperable, but following operation considerable doubt often remains as to 
whether all the growth has been removed. The author favors radioactive treatment 
for cases of this sort, because the best operators show a mortality of 10 to 16 per 
cent, and only in 50 per cent of cases relieved by operation is there a survival of 
more than three years. 

In Group 8 all agree that radium and radiotherapy should be employed. Every 
observer who has used this method over a period of several years has seen cases 
where complete disappearance of the growth has occurred. 

In Group 4 nothing can be expected of any form of treatment. 

Since 1914 the author has advocated the use of radium, a tube of 40 or 60 mg. 
of the element placed in the midst of the growth, with applications of x-ray as a 
coadjuvant. 

Up to a year ago it is certain that the number of five-year cures of this condi- 
tion did not execed 26 per cent, but with the above method of roentgen therapy it 
may be hoped to bring the percentage to 50 or 35. 

Cancer of the Corpus Uteri.—The operative mortality for this condition is so 
low that the author prefers operation to radioactive treatment, provided the patient 
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be not diabetic, nephritic, or excessively obese; for such eases the treatment should be 
radium plus x-ray. 


Cancer of Vulva.—Vulvectomy is so simple that surgical treatment is indicated, 
but the groins and iliae fossae should be radiated. THos. R. GOETHALS. 


Benthin: Experiences with Roentgen and Radium Therapy. Zeitschrift fiir 
Geburtshilfe und Gynikologie, 1921, Ixxxiii, 432. 


The author reports the results of 261 cases treated by radiotherapy in the Kénigs- 
berg clinic from 1915 to April, 1919. These cases included the following conditions: 
58 operable and 70 inoperable cervical carcinomas, 19 operable and 3 inoperable 
fundal carcinomas, 12 vaginal, 4 vulvar, and 18 ovarian carcinomas, 14 recurrences 
of cancer, 28 myomas, 33 menorrhagias, 1 pruritus and 1 cardiae decompensation (to 
sterilize the patient). 

The operable uterine carcinomas were treated by the extended vaginal operation, 
followed by prophylactic radiation. Roentgenotherapy by the technie of Seitz- 
Wintz was employed two and one half weeks postoperative but the radium was 
usually first applied seven or eight weeks after operation (50 mg. quantities of radium 
filtered with lead brass and gauze placed in the upper vagina or in unoperated 
eases into the uterus or the carcinomatous crater). Twelve hour treatments with 
twelve hour rest-periods on each of three successive days or a total of 1800 mgh. 
were usually given. 

In the inoperable cases excochleation and cauterization were in some cases followed 
immediately by radiation; in most, however, the radium was introduced five to ten 
days later. 

Of 30 early operable cases of cervical cancer, 13, or 45 per cent recurred; of 14 
more advanced cases 10, or 70 per cent, of 15 operated but unfavorable cases, 11, or 
75 per cent. Sixty-two per cent of the recurrences occurred in the first 6 months, 
70 per cent in the first year and from 8 to 12 per cent more each succeeding year. 
The operable fundal carcinoma showed good results. Of these 89 per cent remain 
healed, 75 per cent over 4 years, 81.8 per cent over three years. 

Of 70 inoperable cervical carcinomas none was cured; 87.5 per cent died within 
the first year. Of 3 inoperable fundal carcinomas 2 were lost sight of, one was im- 
proved for a time and then recurred. No recurrent cases were permanently cured. 

Poor results were obtained with all the eases of vulvar and vaginal and ovarian 
carcinoma. 

Comparatively few eases of myoma were radiated, 20 of 180, since operation is 
so safe and effective. Submucous or subserous development, youth of the patient, 
accompanying inflammatory conditions, ete., were regarded as contraindications. The 
results in the treated cases, were, however, uniformly good, as were those in most 
of the climacteric menorrhagias. 

General reactions were noted in 47 eases, of these 41 were slight, 6 severe. Local 
complications occurred in 62 eases, of these 36 were slight, 22 severe. The local 
complications ineluded rectal and vaginal hemorrhages, rectal tenesmus, vaginal 
burns and fistulae. The latter occurred in 8 cases after prophylactic postoperative 
radiation, in only 3 after treatment of inoperable carcinoma. 

MARGARET SCHULZE. 


Miller: Radium Treatment of Myoma of the Uterus and Myopathic Bleeding. 
Surgery, Gynecology and Obstetrics, 1922, xxxiv, 593. 


During the past seven years, Miller has treated 230 cases of which he was able 
to follow up 183. His results encourage him to continue the use of radium in 
uterine fibromyoma and myopathie bleeding. 
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In young women with definite growths, he prefers surgery. In ‘this class of 
cases, myomectomy is being done with increasing frequency. Even in those cases 
to be subjected to operation, he sometimes employs radium beforehand in order to 
check the bleeding and thus give the patient opportunity to recuperate from the 
acute anemia sometimes encountered. 

His technic consists in placing 50 mg. of radium into the cervix from 3 to 24 
hours. As filter, he uses brass and rubber. A second application is avoided as a 
rule. In younger women, a shorter exposure is employed, which is repeated in from 
four to five months if necessary. Two -of a total of 107 cases treated for hemor- 
rhage were not relieved by a second application. 

Miller warns against using radium in cases of pelvic inflammation, even though 
the infection may be latent, as they are frequently fanned into activity and may 
require surgical measures to combat them. Three pregnancies were reported in the 
series, of these, one aborted at 4 months. Menopause symptoms were, as a rule, not 
severe, however, in some cases they were quite severe and persisted as long as six 
years after treatment. R. E. Wosus. 


Heaney: Radium Versus Operative Treatment of Fibroids. Surgery, Gynecology 
and Obstetrics, 1922, xxxv, 625. 


While using radium in the treatment of selected cases of uterine fibroids, Heaney 
believes that operation is preferable in the great majority of cases. In his last 
300 operated cases he had one death due to pulmonary embolism and thinks that the 
operative mortality has been somewhat exaggerated by the exponents of conserva- 
tive treatment. His usual dose of radium is 300 to 1200 mg. hours. 

R. E. Wosus. 


Vogt, E.: How Do Gynecological Operative Wounds Heal after Previous X-ray 
Treatment? Medizinische Klinik, 1922, xviii, 1491. 


Several authors have recently condemned the utilization of x-ray treatment before 
operating for carcinoma of the uterus by the Freund-Wertheim method. Their ob- 
jections were that the operation is rendered more difficult technically and that the 
wounds do not heal as well as usual. Vogt takes issue with these statements and 
bases his opinion on 28 eases in his clinic. He found that preliminary roentgen-ray 
therapy did not make the operation more difficult. Furthermore the wound healing 
was undisturbed. In all his cases the Kiistner-Pfannenstiel incision was used, and in 
25 the wound healed by primary union. This is as good as may be expected con- 
sidering that one is dealing with carcinoma. Microscopic examination of x-rayed 
tissue removed from the abdominal wall showed no changes. These facts indicate 
that the abdominal wall and the peritoneal and pelvic connective tissue heal rapidiy 
after x-ray treatment. There was no disturbance in the peristalsis of the bladder 
or of the intestines. J. P. GREENHILL. 


Tsukahara, Isematsu: Experimental Investigation of the Effect of Roentgen Ray 
upon the Internal Secretion of the Ovary. Zeitschrift fiir Geburtshiilfe und 
Gyniikologie, 1922, Ixxv, 36. 


The author summarizes his conclusions as follows: 

The operative removal of both ovaries in the rabbit causes an adrenalin hyper- 
sensitivity. Subcutaneous injection of a subthreshold dose of adrenalin causes in 
these animals a hyperglycemia, which is at its maximum an hour later and sub- 
sides in four hours. This sensitiveness to adrenalin is at its height in two months, 
after three to four months it disappears. 
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A bilateral application of the castration dose of radiation to the ovaries causes 
exactly the same result. 

Anatomical investigations show a damage to the follicular apparatus. The de- 
veloping follicles, particularly the ovum and the discus oophorus are most severely 
damaged. The primordial follicles are only occasionally damaged. 

A definite influence on the interstitial gland could not be demonstrated. At any 
rate, there was no degeneration. A growth stimulating effect could not be demon- 
strated. 

The inhibitory action of the ovary on the sympathetic system depends on the 
integrity of the follicle apparatus. 

The castration dose causes no change in the uterus. Mucous membrane and mus- 
culature remain intact in spite of the changes in the ovary. The remaining glands 
show changes similar to those occurring after operative castration. The hypophysis 
shows particularly characteristic changes, with marked increase of the eosinophil 
cells, MARGARET SCHULZE. 
Flatau: Radiation and Hypo-function of the Ovary. Zentralblatt fiir Gyniiko- 

logie, 1922, xl, 1602. 


Cases are cited and the teclnie described of x-ray treatment for decreased men- 
struation or complete amenorrhea with satisfactory results in 85 per cent of cases, 
ten out of twelve. The field for the treatment lies where a diagnosis of subnormal 
function of the ovary with hypoplastic-asthenie genital constitution is made. The 
treatment is devoid of danger. H. M. LI?’ 
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